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Streptomycin in the Medical and Surgical Treatment 
of Tuberculosis 


R. N. PERLSTEIN, M.D.’ AND P. W. GEBAUER, M_.D.* 
HONOLULU 


S boy FINAL test of a new therapeutic agent is 
its effectiveness in the hands of the clinician. 
The powerful antibiotic substance streptomycin is 
now in this stage of testing after having undergone 
four years of concentrated study by some of the 
finest research groups in the country. No physi- 
cian living in our time can be unaware of the 
enthusiasm which attended the announcement of 
the isolation of this substance, nor can he with- 
hold his admiration of the skill and address that 
went into its preliminary testing. The authors of 
this paper regret that time does not permit ac- 
knowledgment in detail of their debt to the many 
fine minds whose work laid the foundation for all 
we know about streptomycin. 


We propose to give the results of a clinical 
therapeutic trial of the drug on selected medical 
and surgical cases of tuberculosis in a large local 
sanatorium. Dr. Paul Gebauer began using the 
substance in December 1946 at Leahi Hospital 
The patient was an ex-policeman who had just 
had a right pneumonectomy for tuberculosis. The 
removed lung showed extensive caseation through- 
out with giant cavitation at both apex and base, 
and a bronchopleural fistula with empyema was 
present on the operated side, along with a tuber- 
culous spread on the opposite side. This looked 
like a pretty desperate state of affairs and ap- 
peared to justify the use of a substance then cost- 
ing $8.00 a gram. This man has recently been 
discharged from the hospital in good condition 
and sputum negative. Table 1, which follows, 
presents the results of streptomycin therapy in 
excisional surgery for tuberculosis. 


TABLE 1.—Resection for Tuberculosis With and 
Without Streptomycin. 


























NO.OF % TB % 
NO. PTS. P.O. TB P.O. SPTM._, DEATHS 
SEQUEL SEQUEL NEG~ 
Leahi—No Strepto. 8 4 50 100 0 
Leahi—Strepto. used 19 2 10.5 84.2 0 
34th Strepto. Conf.— 
No Strepto. 20 8 40 ? ? 
34th Strepto. Conf.— 
Strepto. used 66 7 10.6 ? 2 
Total—No Strepto. 28 12 43 
Total—Strepto. used 85 9 10.6 





1 Associate Medical Director, Leahi Hospital, Honolulu. 

2 Resident Thoracic Surgeon, Leahi Hospital, Honolulu. 

Read at the 58th Annual Meeting of the Hawaii Territorial Med- 
ical Association, May 8, 1948. 

3 See explanation of Streptomycin Conference, below. 


The important complications of resection are 
first, spread of the disease to uninvolved lung; 
second, infection of the pleural space; and third, 
broncho-pleural fistula, which is usually depend- 
ent on infection. The table shows a gratifying 
decrease in the incidence of these complications 
with the use of streptomycin, but does not tell 
the whole story. For the use of streptomycin is 
also highly effective in the treatment of these com- 
plications when they do occur. Thus, 4 out of 8 
patients had complications following resection 
without the use of streptomycin. These complica- 
tions were less serious in nature, and all responded 
well to treatment, with streptomycin, so that now 
all of the patients are negative and three of the 
four have been discharged. 


There is the possibility that too much reliance 
will be placed on the power of streptomycin and 
a more hurried and less meticulous surgical pro- 
cedure might result. This would be a tragedy, 
for despite the use of streptomycin, the best pro- 
phylactic for spread is the absolute avoidance of 
spill of secretions to good lung during operation. 
The best safeguard against infection is still a 
thoroughly clean, meticulous operation, and the 
avoidance of spill and contamination. 

So long as it is necessary to divide and suture 
the bronchus, any resection procedure is never ab- 
solutely aseptic, and some contamination occurs. 
In our experience the local use of streptomycin on 
the operating table and its instillation in the pleura 
in the early post-operative period will frequently 
forestall the development of infection from this 
degree of soiling. In this series, three patients 
had positive cultures of the early post-operative 
pleural fluid and subsequent cultures were nega- 
tive. We attribute this to the local use of strep- 
tomycin in addition to its parenteral administra- 
tion. 

In August 1947 the trustees of Leahi Hospital 
set up a fund for the therapeutic trial of strepto- 
mycin on all patients thought suitable by the med- 
ical staff. The criteria selected closely paralleled 
those in use by the Streptomycin Conference, com- 
posed of the Veterans Administration, U. S. Pub- 
lic Health Service, American Trudeau Society, 
National Research Council, U. S. Army and U. S. 
Navy. Up to November 1947 the dosage schedule 
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for these carefully selected cases was 1 to 3 grams 
daily given in four divided doses six hours apart. 
Treatment was given for 120 days. The largest 
dose was used for the severest forms of the disease. 
In November most new cases received 1 gram 
daily in two divided doses 12 hours apart. Treat- 
ment was shortened to 42 to 90 days. Frequent 
symptomatic reviews were made and careful lab- 
oratory and x-ray control was practiced. 

A total of 102 patients have received strepto- 
mycin therapy at Leahi, of which 22 are still 
being treated. This report is based on 80 patients 
who have completed therapy. Of these 62, or 77.5 
per cent, are regarded as having shown good rfe- 
sults of therapy; 8, or 10 per cent, are improved; 
6, or 7.5 per cent, are unimproved; and there 
have been 4 deaths (5 per cent). 


The tables which follow show results in more 
detail for various medical categories together with 
comparable analyses from the recent literature 
(Tables 2 to 5). 


Sputum conversion from previous positive to 
negative occurred in 56 per cent of the medical 
cases and in 93 per cent of those treated surgically. 
Toxicity in the form of vertigo and the other mani- 
festations of 8th nerve damage occurred in 23 of 
the 80 patients (29 per cent). In most of these 
the symptoms were of slight to moderate intensity. 
Eosinophilia of 5 per cent or more occurred in 43 
or 54 per cent. No other important signs of tox- 
icity were noted. In most cases the drug was well 
tolerated and such symptoms of discomfort as 
did appear were viewed by patients as a small 
price to pay for their striking amelioration of 
symptoms. This usually included rapid decline 
of fever, diminished sputum and cough, cessation 
of sweating, resumption of appetite and weight 
gain, and in general, a remarkable increased feel- 
ing of well being. 


TABLE 2.—Miliary and Meningitis Cases Treated with 











Streptomycin. 
ALIVE. NO ALIVE. NEUR. 
NO. PTS. SEQUELAE SEQUELAE DEAD 
Leahi 7 3 1 3 
Lincoln et al. 199 26 59 114 
Total 206 29 60 117 
Percent 100% 14% 29% 57% 





Miliary and meningitis cases are grouped to- 
gether in this table because experience has shown 
that they are very closely associated in both chil- 
dren and adults, occurring very frequently to- 
gether in the same patient or in sequence. While 
we were unable to do concentration tests on our 
patients, some facts about the absorption, excre- 
tion and concentration of streptomycin may be 
introduced here. 
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Streptomycin is ineffective when given orally, 
nearly all of it being excreted in the feces. When 
given parenterally, about 50 to 75 per cent of the 
daily dose is excreted. Two-thirds of this excre- 
tion is by the kidneys. The bacteriostatic concen- 
tration is less than 2 micrograms per cc. of tissue 
fluid in the living body while 0.4 of a microgram 
per cc. inhibits growth in vitro. The drug 1s in- 
soluble in lipids and acts poorly or not at all in 
an acid medium. Consequently it shows no con- 
centration in brain tissue and its effect in em- 
pyema, where an acid reaction exists, is slight. 
With intramuscular streptomycin the concentration 
in spinal fluid is only about one-fifth that in blood 
serum. When streptomycin is given intrathecally, 
concentrations as high as 1500-2500 micrograms 
per cc. of spinal fluid may be obtained. No strep- 
tomycin at all is found in the brain, even with 
intramuscular doses as high as 10 grams per day. 


TABLE 3.—Larynx, Trachea and Bronchi: Results with 














Streptomycin. 
NO. PTS. GoopD IMPRVD. UNCHGD. WORSE 
Leahi 16 12 3 1 0 
4th Strep. Conf. 51 28 ii 19 4 0 
Bogen et al. 78 43 23 12 0 
Total 145 83 45 17 0 
Percent 100% 57% 31% 12% 0 





This table summarizes the results obtained in 
tuberculous disease of the upper respiratory struc- 
tures. It must be noted that these patients all had 
pulmonary tuberculosis as well, usually of ad- 
vanced and progressive type. A good result here 
means healing of the ulcerative lesion observed by 
laryngoscopic or bronchoscopic direct observation, 
accompanied by clearing of the lung lesion and in 
the majority of cases by conversion of sputum 
from positive to negative. After a daily dose of 
1.8 to 2.0 grams, streptomycin concentrations are 
reported to be 11 to 13 micrograms in the blood, 
12.1 micrograms in the tracheobronchial tree, 8.8 
micrograms in the pleural space and 7.7 micro- 
grams per cc. in cavities. 


TABLE 4.—Sinuses: Effect of Streptomycin. 





NUMBER 








REPORTED BY: NO. PTS. OF SIN. HEALED IMPROVED UNCHGD, 

Leahi 8 14 11 3 

B. I. Brock 12 60 59 1 

4th Strep. Conf. 186 195 118 51 26 

Total 206 269 188 55 26 
Percent 100% 69% 21% 10% 





The effect of streptomycin on long existing 
draining sinuses is remarkable and striking. Use 
of the drug is recommended in all such cases 
where surgical drainage is contemplated or has 
already been resorted to. Without adequate sur- 
gical help, the use of streptomycin may not be 
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effective, and we have attempted to assure ade- 
quate drainage in all cases where use of the anti- 
biotic was planned. 


TABLE 5.—Streptomycin in Other Tuberculosis: Leahi 
Patients Only. 





NO. PTS. GOOD RES. IMPRVD. UNCHGD. DEAD 








Caseous Pneumonia 7 4 0 3 0 
Reactivation 6 0 0 1 
Peritonitis 5 5 0 0 0 
Other TB Cond. 3 3 0 0 0 
Total 21 17 0 3 1 
Percent 100% 81% 14% 5% 





Caseous pneumonia responds rather poorly to 
streptomycin because caseous material is usually 
acid in reaction. Since it is a condition of grave 
prognostic import to the patient, it is still an im- 
perative indication for therapy. In recent exuda- 
tive reactivations, results are usually good, es- 
pecially if therapy is started early. The one death 
in this category occurred in a patient whose re- 
activated disease was treated four months after 
readmission, when extensive cavitation was already 
present. 


The excellent results obtained in tuberculous 
peritonitis deserve special mention and are in part 
due to the fact that streptomycin concentrations 
ate approximately as high in peritoneal fluid as 
in blood serum. Of these 5 patients, 4 were 
desperately ill, emaciated persons for whom all 
hope of recovery had been abandoned. 

In the final group are included one case of 
tuberculosis of the wrist and ankle, one pleural 
effusion and one patient with persistent positive 
sputum and no demonstrable lung or tracheo- 
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bronchial lesion. All showed resolution or heal- 
ing. 
Although our follow-up period has been too 
short to take account of reactivations after strep- 
tomycin therapy, reliable figures from other 
sources indicate that about one-sixth of treated cases 
may be expected to relapse at some later period. 
Both these and a good many of the streptomycin 
failures are due to the development of resistant 
tubercle bacilli, which may show up as early as the 
thirtieth day of therapy. I” vitro experiments show 
that 80 per cent of virulent strains of human tuber- 
cle bacilli become resistant to streptomycin after 
120 days of contact with the drug. These resistant 
strains then maintain both their resistance and 
their virulence indefinitely thereafter. This pecu- 
liarity of the tubercle bacillus has been the greatest 
handicap to successful treatment with strepto- 
mycin. It has led to a reluctance, on the part of 
most men, to resort to use of the drug in early 
tuberculosis and in all forms of the disease for 
which collapse therapy is suitable. This attitude 
can best be summarized in the words of one group 
of authors who have contributed a very valuable 
and painstaking study of a clinical trial of strep- 
tomycin on patients with pulmonary tuberculosis: 

“At the present time it would seem proper to 
administer streptomycin to cases of progressing 
moderately advanced or far advanced pulmonary 
tuberculosis [which are} of recent origin and in 
which the disease is of predominantly exudative 
character. In chronic cases in which extensive fi- 
brotic changes have already occurred streptomycin 
should not be used until the timing of its admin- 
istration has been carefully considered in rela- 
tion to possible surgical therapy.” 











The Reticulo-Endothelial System 


PAUL KLEMPERER, M.D.' 
NEW YORK 


. reticulo-endothelial system, as originally 
conceived by Aschoff, unites a multitude of 
heterogeneous mesenchymal cells, widely dispersed 
throughout the animal body, according to one 
single functional similarity: the ability to store 
colloidal dyes in granular form. This is, of course, 
a definition based mainly on experimental work. 
If you take a drop of a colloidal dye and examine 
it under the microscope you do not see particles; 
they are too small. When you inject this material 
into the vein of a rabbit, however, you recognize 
that there are granules of that dye accumulated 
within certain cells; and these, since Aschoff, are 
recognized as belonging to a large system, which 
we call the reticulo-endothelial system. The indi- 
vidual members of the system, such as the reticular 
and endothelial cells of lymph nodes, spleen and 
bone marrow, and particularly the stellate cells 
of Kupffer of the sinusoids of the liver, and the 
mononuclear ameboid wandering cells of the loose 
connective tissue, had been identified by histolo- 
gists many years ago; but their biological inter- 
relationship had not been realized on purely mor- 
phological grounds. The structure of the nuclei 
and the total appearance of the cells were evi- 
dently not similar enough to permit the static 
morphologist to recognize that these cells belong 
together. Some evidence of their functional abili- 
ties, such as phagocytosis of foreign material, the 
faculty of fiber formation, had been fully recog- 
nized, and their potentialities of progressive dif- 
ferentiation had been conjectured at by investi- 
gations of histologists, embryologists and also 
pathologists. It was well known, before the turn 
of the century, that in the embryo there are cer- 
tain cells which develop into blood cells, but 
they had not been identified as being dispersed 
throughout the body. 


While in Aschoff’s original conception the 
storing ability of the reticulo-endothelial system 
was singled out, subsequent investigations dis- 
closed additional functional aspects. The funda- 
mental feature of the system is its reactivity to a 
variety of stimuli which provoke on one hand cell 
proliferation and on the other hand differentia- 
tion, in contrast to the behavior of other cells of 
mesenchymal origin which represent final de- 


1 Pathologist to Mount Sinai Hospital and Professor of Pathology, 
Columbia University, New York City. F 

Read before the Honolulu County Medical Society, May 10, 1948, 
in a series of postgraduate lectures. 


velopmental stages. The cells of the reticulo- 
endothelial system of the adult organism can be 
conceived as having retained part of their em- 
bryonal potencies, and these embryonal potencies 
can be reawakened by adequate stimulation. This 
concept has been mainly developed by Maximow, 
who spoke of this system, which Aschoff called 
the reticulo-endothelial system, as the embryonal 
germ layer of the adult organism. 

Now, the main lines of differentiation of these 
cells are the histiocytic-macrophagic, hematic, en- 
dothelial and fibroblastic. These lines of differen- 
tiation coincide fully with those which the em- 
bryonal cells have. And you can see under patho- 
logical circumstances that the cells undergo such 
differentiation. This expanded conception of the 
reticulo - endothelial system has been evolved 
mainly through the critical interpretation of mor- 
bid conditions observed by pathologists and is 
supported by investigations of experimental path- 
ologists and by the results of tissue culture. 

Excessive proliferation of cells of reticulo-en- 
dothelial origin dominates the morbid picture of 
a great variety of human diseases. One might 
therefore collectively designate such morbid pro- 
cesses as reticulo-endothelioses. But this would not 
be satisfactory because it is the object of pathology 
to classify disease not only according to seat, but 
also according to cause. The theory that the reti- 
culo-endothelial system is capable of distinctive 
proliferation caused by distinctive stimulation has 
been the cornerstone of differential diagnosis as 
well as of rational inquiry into the pathogenesis 
of these complex morbid processes. What we 
are trying to determine is not only that there is 
a proliferation, but the why and finally the mech- 
anism. The morphologic classification, however, 
of diseases characterized by proliferation of the 
reticulo-endothelial system, may well be based 
upon the recognized developmental potencies of 
the reticulo-endothelial system. Since, however, 
the ultimate aim of our investigation must be 
the recognition of the factors which determine 
the distinctive proliferation, it must be admitted 
that at present, information on this aspect is still 
most inadequate. 

The reaction of the living organism to the in- 
vasion of microorganisms is a complex process 
which is designated as inflammation. Prolifera- 
tion of histiocytic elements of the reticulo-endo- 
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thelial system in addition to emigration of blood 
cells is one of the fundamental features of in- 
flammation. A predominant histiocytic macro- 
phagic reaction is characteristic of many bacterial 
and protozoal infections, and I should like to 
illustrate this statement with the demonstration of 
typhoid fever, in which for many years it has 
been recognized that histiocytes are very prom- 
inent. Before, however, I just want to demon- 
strate three slides taken from the textbook of 
Maximow. Here are these cells which Maximow 
considered as the embryonal syncytial cells and 
these cells resemble the adjacent large lympho- 
blasts. The nucleus is very similar so that we can 
see in this picture the differentiation of the em- 
bryonal cells, the cells of the reticulo-endothelial 
system into hematic cells. The next picture shows 
you the effect of injection of intravital dyes, 
whereby the same cells have differentiated into 
large cells filled with granules, the histiocytic 
differentiation. 

Today we are concerned mainly with those 
diseases with implication of the reticulo-endothe- 
lial system where the histiocytic differentiation 
is prominent and on the other hand those in which 
hematic cell differentiation is fundamental. 


Histiocytic Proliferation 


Now, in typhoid fever, we will encounter in 
the first week of the disease, you might say about 
two weeks after the infection, a very striking 
alteration of the lymph nodes. The mesenteric 
lymph nodes are large, and if you examine them 
under the microscope, you will see that the small 
lymphocytes, which in the normal lymph nodes 
constitute the majority of the cells, are replaced 
to a great extent by the aggregation of other cells 
which differ very distinctly from the small lym- 
phocytes. On higher power one can see these 
cells closer. This is the small lymphocyte with 
a dark nucleus almost completely filling the cell. 
The cytoplasm is just a rim around the nucleus. 
The maiority of the cells, however, are different. 
They are very large compared with the small 
lymphocytes, have abundant cytoplasm and the 
nucleus is pushed to the periphery. These are the 
so-called typhoid cells which were described some 
eighty years ago by Rindfleisch in Germany, and 
were extensively studied in this country by Mal- 
lory, who already tried to give an explanation as 
to their origin and came to the conclusion that 
they belonged to the endothelial leukocytes. It 
is recognized today that the endothelial leuko- 
cytes of Mallory are part and parcel of the reticu- 
lo-endothelial system. Another feature which this 
picture shows is the fact that the large cells con- 
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tain particles of nuclei which come from de- 
stroyed lymphocytes. We see then, in the typhoid 
lymph nodes not only the presence of these large 
cells, but also the evidence of destruction of 
lymphocytes and that their fragments are taken 
up by the large cells. This must stimulate our 
curiosity. That this alteration of the lymph nodes 
with the striking histiocytic differentiation of 
the reticulo-endothelial system is due to the action 
of typhoid bacteria is evident if one sees colonies 
of typhoid bacteria within the tissue. 


We can say then, with reasonable certainty, 
that it is the typhoid bacillus or some of its par- 
titions which are responsible for the prolifera- 
tion of these cells. But there is still a great gap 
between the established fact of cause and the 
mode of action of this cause, the mechanism. We 
don’t know how the typhoid bacilli provoke this 
proliferation of the histiocytes. But we have one 
evidence, which might be to a certain extent 
helpful in the explanation, although it is still a 
superficial one. We have seen already that there 
is a striking destruction of the lymphocytes which 
evidently precedes that marked proliferation of 
the histiocytic elements. One can say therefore 
that the lymphocytes must be in some way influ- 
enced by the action of bacteria or bacterial prod- 
ucts, in short, that there is some relationship be- 
tween the action of bacteria and the destruction 
of lymphocytes. 

Another disease is also very strikingly charac- 
terized by a proliferation of these large cells, viz., 
an infection with a fungus, histoplasma capsula- 
tum, a not too uncommon disease on the main- 
land. This disease was rather rare until 1926, 
and was reported mainly from Latin America; 
then began reports from all over the mainland; 
and in recent months, in the March issue of the 
Bulletin of the U. S. Public Health Service, there 
was a report from Kansas City according to which ° 
ten cases of histoplasmosis were found in Kansas 
City within a period of eighteen months. It is 
seen then that this disease is by no means rare. 
Coming to the histologic picture, you see some- 
thing similar to typhoid fever. You see scattered 
a few lymphocytes that intermingle with large 
cells, and here a large area which consists entirely 
of the large cells. The characteristics of these 
cells are similar to the typhoid cells, again very 
large cells with the nucleus at the periphery. 
Under high power we see that these cells are 
loaded with microorganisms which can be recog- 
nized by their staining qualities and particularly 
by culture as Histoplasma capsulatum. 

Certain protozoal infections are also charac- 
terized by the prominence of large histiocytes. 
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This is exemplified by the spleen in the case of 
kala-azar, in which large histiocytes can be seen 
loaded with parasites: Leishman-Donovan bodies. 

In some viral diseases such as lymphopathia 
venerea, we also see proliferation of the reticulo- 
endothelial cells and their differentiation into 
histiocytes. There are many other maladies—in- 
cluding, of course, of great importance, leprosy 
—in which the outstanding diagnostic feature 
from the morphological point of view is the pro- 
liferation of cells of histiocytic nature; they are 
localized in certain forms only within the skin; 
in other forms they can be found scattered 
throughout the body, mainly in the liver and 
particularly in the spleen. There is, also, quite 
definite evidence of histiocytic differentiation and 
proliferation in tularemia and in Bartonella in- 
fections. All these infectious diseases are char- 
acterized by granuloma formation and nodules 
consisting of histiocytes. These are the morpho- 
logic features which we observe on microscopic 
study. 

If we then inquire into an explanation from 
the functional aspect, we may say that it is uni- 
versally agreed that the histiocytic stimulation of 
the reticulo-endothelial system in infection is in 
the nature of a defense reaction. But if you use 
this word, you immediately apply a teleologic 
concept and teleologic concepts are not progres- 
sive, I would say. It is helpful, for a while, to 
say that the body does something to defend itself 
and it might be correct if we look upon the 
morbid process as a battle between microorganism 
and host. But I don’t think that we can progress 
very far with such a concept. The ultimate object 
of any investigation in medicine must be to break 
down the process into simpler happenings of 
chemical and physical nature. We must try in 
biology to come to the same recognition of the 
operation of the laws of the universe which gov- 
ern the human body exactly the same way as they 
govern the planets. This is the ultimate object. 
For a while, however, we might be satisfied to 
interpret certain lesions in this more vitalistic 
way. 


Antibody Formation 


I think it is appropriate at this point of the 
discussion to make reference to the hypothesis 
proposed by many renowned investigators that 
the reticulo-endothelial system is the site of anti- 
body formation. This concept originated in mor- 
phological observations. When one saw these 
marked proliferations of reticulo-endothelial cells 
in bacterial infections, which are associated with 
lasting immunity like that in typhoid, what was 
more obvious than to think that the immune 
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bodies must have been formed by the proliferated 
reticulo-endothelial system? This concept was very 
popular, and for many years immunologists did 
experiments by which they tried to eliminate the 
activity of the reticulo-endothelial system. They 
tried to block the reticulo-endothelial system by 
injecting into the animal body a huge amount of 
intravital stain, hoping that in this way they 
could paralyze the reticulo-endothelial system; 
subsequently they tried to immunize these animals 
in the usual way. A number of authors reported 
that the rabbits which had been injected pre- 
viously to their immunization with intravital dyes, 
were not capable of developing as high an anti- 
body titer as the control animals. However, other 
authors did not reach the same results and their 
excuse, so to speak, was that one cannot reliably 
block the reticulo-endothelial system because it is 
so widely distributed that the intravital dye cannot 
reach all the cells. Consequently, attempts were 
made to introduce material which was toxic for 
the reticulo-endothelial system. Again the results 
were rather ambiguous. So we must say that the 
concept that the reticulo-endothelial cells are the 
producers of the antibodies was of a more cir- 
cumstantial than direct nature. The most direct 
approach was used by Florence Sabin to prove 
this concept. She injected azo-proteins into the 
animal and could follow the fate of these dyed 
proteins within the animal body. She really saw 
the break-up of the protein within the reticulo- 
endothelial system and the shedding of cytoplas- 
mic particles. From that she concluded that the 
reticulo-endothelial system must be the former 
of antibodies, since the destruction coincided with 
the maximal antibody formation. 


Antibodies From Lymphocytes 


Recent investigations of A. White and Dough- 
erty at Yale, and Ehrich and Harris in Philadel- 
phia, indicate that the lymphocytes are the actual 
producers of gamma globulin and of antibodies. 
I am sorry that I cannot enter here into a detailed 
discussion of the most excellent work of these 
groups of authors, who working in different 
places, came to the same conclusion; but I cannot 
refrain from mentioning one fact here, demon- 
strated by Abraham White and co-workers, who 
showed not only that the lymphatic tissue in the 
lymph nodes is responsible for or active in the 
production of gamma globulins and antibodies, 
but that the antibody and globulin formation is 
under the control of the adrenal cortex. 

The following experiments were performed by 
them: they injected sheep cells into the rabbit 
and produced high titers of hemolysins; then they 
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left the rabbit alone for half a year, until the 
antibodies seemed to have disappeared from the 
animal’s body. If they now injected an extract 
of adrenal cortex, antibody formation was re- 
awakened. This points to a control of antibody 
formation by the adrenal gland. I think these 
findings are of far reaching importance not only 
for the theory, but also for the practice of medi- 
cine. 

The disclosure that the lymphatic cells are 
probably concerned with the formation of anti- 
bodies rests, of course, mainly on experimental 
immunologic data. However, there is some sup- 
port of the conclusions in histologic observations. 
If one examines the lymph nodes of animals that 
have been immunized by foreign protein or dead 
bacteria, one finds crucial changes within the 
lymph nodes; one finds in the first place destruc- 
tion of lymphocytes. Then there is a regeneration 
of lymphocytes and a good number of lympho- 
cytes become transformed into plasma cells. 


Plasma Cells 


The plasma cells have always attracted our 
attention. They have been known to occur in 
tissues in chronic inflammation. They have been 
considered a diagnostic criterion of chronic in- 
fection and granulomata. The plasma cell is char- 
acterized by a striking basophilia of the cyto- 
plasm. This we have known for sixty years. 
Today the basophilia of the plasma cells has been 
established by Scandinavian investigators to be 
due to ribose nucleic acid; and we know from 
recent investigations that an increase of ribose 
nucleic acid is evidence of an active protein syn- 
thesis taking place within such cells. You can 
see then the morphologic point of view of the 
function of these cells. These disclosures do not 
detract anything from the importance of the reti- 
culo-endothelial system in the defense of the 
human and animal body against infection. In fact, 
it might help to clarify the mechanism of the dif- 
ferent tissue reactions in acute and chronic infec- 
tion, which in a general way have been attributed 
to the state of altered reactivity of the infected 
host. 


Dienes and Mallory reported some fifteen years 
ago that the tissue reaction in the tuberculin type 
of allergy is prominently of histiocytic character, 
in contrast to protein anaphylaxis in which poly- 
nuclear leukocytes abound. But it has been shown 
by German investigators, Roessle and Roulet, that 
in the later stages of the hypersensitive tissue re- 
action against foreign protein the histiocytes be- 
come the dominating cell type. They observed 
the development of histiocytic nodules surround- 
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ing the injected antigen. The development of 
histiocytic nodules in these experiments has there- 
fore been considered the manifestation of the 
ability of the hypersensitive host of destroying 
or neutralizing the originally highly toxic antigen. 

Accordingly, then, histiocytic proliferation has 
been regarded as the morphologic equivalent of 
an allergic immunity stage of the host. For in- 
stance, the striking proliferation of histiocytes 
in various organs as in the spleen and liver, and 
in the valvular lesions in subacute bacterial endo- 
carditis, has been interpreted as evidence of an 
increased resistance to infection by streptococci. 
It is not inconceivable that the histiocytic stimu- 
lation of the reticulo-endothelial system in chronic 
infection is the result of degradation of the micro- 
organism by antibodies formed outside of the 
reticulo-endothelial system, whereby chemical sub- 
stances are liberated which activate the system. 
This hypothesis is suggested by the fact that the 
proliferation of epithelioid cells, which take their 
origin definitely from the reticulo-endothelial sys- 
tem, can be provoked by a lipid fraction of the 
tubercle bacillus, isolated by chemical extraction. 


The tubercle bacillus contains the three com- 
ponents: lipid, protein and carbohydrate. If one 
injects the lipid fraction into the animal body, 
one can provoke the production of epithelioid- 
cell tubercles. These observations do not prove, 
of course, that the epithelioid cells in actual tuber- 
culous infections are produced by the liberation 
of the lipid fraction. But one might imagine that 
the human or animal body which is capable of 
real defense against the infection will split the 
tubercle bacilli into these different fractions. The 
immune bodies of this animal will neutralize the 
proteins, and the remaining lipid fraction will 
stimulate the reticulo-endothelial system. These 
are hypotheses which have not been definitely 
proven, but which are reasonable. Now, the im- 
portance for our discussion is, that other lipids 
have been found to exert a similar local stimulat- 
ing effect. If you inject cholesterol into an animal 
or if we see in the human body after lipoidal in- 
jection the development of epithelioid cells, we 
know that it is the lipid which provoked it. 


The Lipoidoses 


It seems therefore appropriate to discuss the 
morbid states of the reticulo-endothelial system 
characterized by its systemic proliferation in asso- 
ciation with an excessive storage of lipids. This 
association was first recognized years ago by Lan- 
dau and McNeil in Aschoff’s laboratory. They 
called attention to the conspicuous presence of 
lipids in the Kupffer cells in diabetic lipemia and 
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in experimental hypercholesterolemia. The com- 
bined investigations of clinicians, biochemists and 
pathologists have brought forward an abundance 
of new facts. The morbid states characterized by 
generalized accumulation of lipid throughout the 
body with particular involvement of the reticulo- 
endothelial system are collectively referred to as 
lipoid storage diseases or in short, as lipoidoses. 
They are classified according to the type of pre- 
dominant lipid, viz., cholesterol, sphingomyelin 
or kerasin, which correspond to the clinical and 
anatomic entities of xanthomatosis or Hand- 
Schiiller-Christian disease, Niemann-Pick’s disease 
and Gaucher's disease. Clinical and morphologic 
similarities unite Niemann-Pick’s and Gaucher's 
diseases, although there are also significant dis- 
similarities, while the third group differs funda- 
mentally in clinical and structural behavior. 


Gaucher’s Disease 


The characteristic gross picture of a case of 
Gaucher's disease includes an enormously large 
spleen, sometimes up to ten pounds, somewhat 
yellow in color and containing characteristic large 
and smaller hemangiomata. The microscopic pic- 
ture shows an accumulation of huge cells, seen 
exceedingly well with Mallory trichrome stain. 
The cells are enormously large and have the char- 
acteristic features of histiocytes: a relatively small, 
indented nucleus, and a large amount of cyto- 
plasm. If one stains these cells with Sudan or 
Lawrence Smith-Dietrich stain, they do not give 
lipid reaction at all. The lipid cannot be demon- 
strated with the usual conventional histochemical 
methods. 

There is one point I want to stress because it 
pertains to certain fundamental observations, re- 
garding the reticulo-endothelial system, which are 
based on findings in the human and not in the 
animal body. If one sees these nodules of large 
cells and if one tries to localize them within the 
structure of the spleen, one might think that they 
fill the sinuses of the spleen. That this is not 
true is very well shown if one stains sections of 
the spleen for iron. Then one recognizes that the 
sinuses are exceedingly well outlined because now 
one sees the endothelial cells labeled by the pres- 
ence of iron; one realizes that these nodules are 
located between the sinuses and therefore, could 
not have originated from the endothelial cells. 
It indicates very clearly that the endothelial and 
the reticulum cells of the spleen, while appar- 
ently identical according to the definition of the 
reticulo-endothelial system, are different in func- 
tion, at least in reference to lipoid storage. Now, 
we find that the same cell proliferation is present 
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in the liver; the same cells are also present within 
the bone marrow; and we all know one can make 
the diagnosis of Gaucher's disease in life by bone 
marrow aspiration. Chemical examination by Lieb 
of the Gaucher spleen has identified the lipid as 
kerasin, a compound of lignocerin, sphingosin 
and galactose. Recent investigators reported the 
combination of glucose and lignocerin in two cases 
of Gaucher's disease. This I only mention for 
the reason to show that we are now very familiar 
with the type of fat which is accumulated in 
Gaucher's disease. But we have no information 
yet as to why this lipid is accumulated within the 
cells. 

It was about twenty years ago when Professor 
Ludwig Pick, one of the investigators who con- 
tributed so much to the recognition of this disease, 
spoke in New York and other parts of the coun- 
try and expressed the opinion that the abnormal 
lipids in these diseases are accumulated within the 
reticulo-endothelial system in the same way as 
the colloidal dyes are deposited after experimental 
injection. This is obviously not so, because neither 
in Gaucher's disease nor in Niemann-Pick’s dis- 
ease can we find any evidence of increased lipoid 
content of the blood. The accumulation of kerasin 
is now interpreted by chemists, but only inter- 
preted, as the manifestation of a disturbance of 
the intracellular metabolism of the reticulo-endo- 
thelial system, which has been considered the site 
of kerasin production. Under physiologic condi- 
tions, the lipid is transported to the cerebrospinal 
system where it is finally transformed into the 
cerebrosides of the neural tissue. In Gaucher's 
disease the transportation is arrested and the kera- 
sin accumulates within the reticulo-endothelial sys- 
tem. This is a hypothesis, but it is well supported 
by the fact that a cerebral disturbance, viz., atro- 
phy, is found only in the infantile form of Gau- 
cher’s disease, because of the greater cerebroside 
requirements of the undifferentiated brain tissue 
than that of the adult. 

But we have to say that chemists have not yet 
given us any explanation as to the reason why the 
kerasin accumulates in the cells. We have to wait 
for future cases of Gaucher’s disease, in which 
the chemist may search for certain enzymatic de- 
rangements. One has to be aware of the prob- 
lem, and one has to be prepared at the moment 
when one gets human material to immediately 
start the investigation. This, I would say, is one 
of the main reasons why one tries to interest 
investigators in other fields of biology in morbid 
anatomy and to make it clear to them that we are 
not only concerned with the structural facts, but 
that we also want to know the dynamics. We have 
to have a definite plan how to use human patho- 
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logic material for these complicated investiga- 
tions. There is another structural fact that we 
cannot neglect. The proliferation of the reticulo- 
endothelial system evidenced by the enormous 
size of the splenomegaly points also to an asso- 
ciated growth disturbance and this remains still 
completely unexplained. It might be mentioned 
here, and I think this is of significance, that the 
injection of the lipids isolated from cases of 
Gaucher’s and Niemann-Pick’s disease leads to 
a temporary accumulation within the reticulo- 
endothelial system, but does not provoke a pro- 
liferation of the cells. In other words, if one in- 
jects the material then it is removed from the 
bloodstream and deposited in the reticulo-endo- 
thelial system; but the reticulo-endothelial system 
cells of the rabbit, being perfectly normal, do not 
further proliferate; this is also evidence that one 
cannot conceive of the morbid mechanism in 
Gaucher’s or Niemann-Pick’s disease as a simple 
intravital removal of colloidal material. 


Niemann-Pick’s Disease 


Now, as to the morphologic features of Nie- 
mann-Pick’s disease: If we examine the bone mar- 
row, for instance, there is some difference and one 
should call attention to these subtle differences. 
The cells in Niemann-Pick’s disease are vacuo- 
lated, in contrast to the cells in Gaucher's disease. 
Otherwise, however, they look very similar, and 
that is the reason why, years ago, Niemann-Pick’s 
disease was confused with Gaucher's disease. We 
find lipid not only in the organs of the reticulo- 
endothelial system, but also in other organs. We 
see the same substance accumulated in the liver 
cells, within the renal epithelium, and within the 
thyroid, which indicates that the disturbance of 
lipoid metabolism in Niemann-Pick’s disease is 
much more extensive than in Gaucher's disease. 
In Gaucher's disease, the disorder of lipoid meta- 
bolism, which is probably due to some anomaly 
of enzymatic katabolism and anabolism of the 
lipoid substances, is limited to the cells of the 
reticulo-endothelial system, while in Niemann- 
Pick’s disease, all the cells of the body, or the 
majority of them, participate. 


Amaurotic Familial Idiocy 


It might be appropriate here to dwell for just 
a moment upon amaurotic family idiocy. We 
find in Niemann-Pick’s disease, in contrast to 
Gaucher's disease, very definite alterations of the 
nerve tissue, viz., ballooning of the ganglion cells 
in the brain and also the sympathetic ganglion 
cells. This is also characteristic of amaurotic fam- 
ily idiocy, and chemical examinations have shown 
that there is a similarity, Lut not an identity, of 


101 


the fat. Nevertheless, one could raise the question 
whether amaurotic family idiocy is not a disease 
in which the reticulo-endothelial system is also 
involved. I have examined the internal organs 
in a number of cases of amaurotic family idiocy, 
and I have never seen any evidence of lipoid 
storage outside the brain. 


Chondro-Lipoid Dystrophy 


Another malady has come only recently into 
our vista and that is gargoylism or chondro-lipoid 
dystrophy, which shows neural changes resem- 
bling those in amaurotic family idiocy. One case 
which we examined only recently showed the 
characteristic facies of a patient with gargoylism: 
large head and short neck; the resemblance to the 
gargoyles in Gothic cathedrals is the reason for 
the term. Now it has been known for several years 
that in gargoylism the ganglion cells show a pic- 
ture of ballooning similar to that of amaurotic 
family idiocy. But in addition we find interesting 
alterations in the internal organs. In the spleen 
we observe ballooning and vacuolization of endo- 
thelial cells. Very interesting and important is the 
fact that the histiocytes within the connective tissue 
show the same vacuolization; and the accumula- 
tion of such cells in the blood vessels—for in- 
stance, the carotid artery and aorta—leads to for- 
mations which resemble arteriosclerotic plaques. 
But the nature of the material which is deposited 
within these cells has not yet been established. We 
submitted material from this case for chemical 
examination, but have not received an answer. His- 
tochemical examination did not reveal fat. 


Hand-Schiiller-Christian Disease 


I would like now to discuss very briefly the 
xanthomatoses, in particular the characteristic 
anatomic and histologic findings in Hand-Schiil- 
ler-Christian disease. Hand-Schiiller-Christian dis- 
ease shows extensive xanthomatous infiltrations in 
the skeleton. If present in the base of the skull, 
they are responsible for exophthalmos and for 
the symptoms of diabetes insipidus. But this is 
not the only location of the xanthomatous lesions. 
They are very commonly found in the dura mater, 
and in the falx cerebri, but are also extensive 
sometimes in the pleura and in the retroperitoneal 
tissues, especially around the kidneys. The tumor 
formation in the dura mater and in other parts 
of the body is characterized by its yellow color 
and firm fibrous consistence. On histological ex- 
amination the disease is distinguished by the ac- 
cumulation of large histiocytes containing choles- 
terol, and by fibroblastic proliferation. 

Dr. Rowland, who did so much for the classi- 
fication of these diseases, expressed the belief that 
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it is an anomaly of cholesterol metabolism which 
leads to the accumulation of fat within the his- 
tiocytes; in other words, that it is the cholesterol 
which is the stimulus for proliferation of histio- 
cytes and brings about the characteristic histiologic 
picture. Pathologists have never been friendly to 
this concept, and the reason why we could not 
accept it is this: if one examines the early lesions 
in Hand-Schiiller-Christian disease—if one looks 
for the beginning, which is the only way, gen- 
erally speaking, in which one can come to a con- 
clusion as to the evolution of a disease—if one 
tries to find such alterations which are very small 
so that one can hardly see them with the naked 
eye—then one notices that the initial lesions are 
characterized by the accumulation of histiocytes 
which do not contain fat. This has made us 
suspicious of the idea that Hand-Schiiller-Chris- 
tian disease belongs to the primary lipoid storage 
diseases. 

Now we have a malady which occurs in young 
infants and probably is the link and the clue for 
the understanding of Hand-Schiiller-Christian 
disease. A child of twelve months was admitted 
in a very severe febrile condition and showed a 
very characteristic maculo-papular skin eruption. 
At autopsy we found generalized lymph node en- 
largement, and the spleen and liver were markedly 
enlarged and infiltrated by nodules. These were 
the main gross findings. Histiologically the spleen 
showed nodules around the central arteries, com- 
posed of reticulo-endothelial cells. In the lymph 
nodes were the same nodules. Under higher 
power these cells showed indented nuclei charac- 
teristic of histiocytes. We can say that these are 
histiocytic granulomata. Now when we examined 
again at random small lymph nodes, we found 
mostly the characteristic histiocytic granuloma de- 
velopment without lipoid. However, in one of 
the lymph nodes, merely accidentally, we found 
—in addition to the proliferation of such histio- 
cytes—an accumulation of lipoid-containing his- 
tiocytes. We can then state that this was a case 
in which one could see the transformation of an 
originally non-lipoid histiocytic granuloma into 
a lipoid histiocytic granuloma. This, however, is 
not the only case. Another case was observed by 
Drs. Freund and Ripps some years ago: a patient, 
just five months of age, showed large lymph nodes 
in the neck. One lymph node was removed and 
showed this development of a non-lipoid histio- 
cytic granuloma with giant cells of striking size. 
At that time the bones seemed to show no lesions, 
whatsoever, on Roentgen examination. The child 
was readmitted a few months later and at that 
time the skeleton showed definitely the geograph- 
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ical destruction of the skull bones, particularly 
characteristic of Hand-Schiiller-Christian disease. 
When the child came to autopsy—it died of ap- 
pendicitis—we found in some areas in the anterior 
mediastinum a granulomatous picture similar to 
what we had seen before; in other areas, however, 
characteristic pictures of Hand-Schiiller-Christian 
disease were found. 

Now there is additional evidence for that evo- 
lution, and this is particularly one case published 
by Drs. Thompson and Page in New York, a 
case which was typical of Hand-Schiiller-Chris- 
tian disease in every way. The lesions in the bones 
and dura mater were characteristic. However, 
within the spleen there were nodules which were 
not lipoid-histiocytic at all. In the skin—and 25 
per cent of cases of Hand-Schiiller-Christian dis- 
ease show skin eruptions—one found non-lipoid 
containing cells of histiocytic type. I think from 
these observations one can reach the conclusion 
that Hand-Schiiller-Christian disease begins with 
proliferation of histiocytes in granulomatous form 
without lipoid, and that the cells of this granu- 
loma, due to a disturbance of their lipoid meta- 
bolism, become secondarily lipophages. 

The disease which is characterized by the gen- 
eralized skin lesions and the marked lymph node 
enlargement is commonly referred to as Letter- 
er-Siwe’s disease or non-lipoid histiocytosis; but 
it is probably the early and rapidly advancing 
phase of Hand-Schiiller-Christian disease. 

The evolution of these cases, which could be 
recognized only by a careful morphologic exam- 
ination, seems to indicate quite clearly that Hand- 
Schiiller-Christian disease should be taken out 
from the group of primary lipoid storage diseases. 
The anomaly of lipoid metabolism is secondary. 
Again, of course, the great question remains: 
What is the morbid process? Here morphologic 
investigation will only be able to suggest a hypo- 
thesis and to guide further investigations. 


Conclusion 


What I wanted to demonstrate by my dis- 
cussion today was that there is still some value 
in old-fashioned morphologic investigation of dis- 
ease. The problem of the disease processes can 
be focused by exact morphologic investigations. 
But the histologist must be aware that his method 
does not supply the final answer to account for 
the evolution of disease. He must invite the aid 
and cooperation of other branches of biology for 
completion of the scientific investigation of human 
disease. His main contribution is exact observation 
of the alterations of structure and a sincere desire 
to understand their evolution. 
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Statistics and Community Health 


NILS P. LARSEN, M.D. 
HONOLULU 


or ANALYSES of the health conditions 
on sugar plantations have been made since 
1929. Annual reports on these analyses have been 
presented to the directors, managers and doctors 
of the H.S.P.A. since 1933. The old saying “Lies, 
damn lies and statistics” was carefully kept in 
mind in the attempt to try to make health statistics 
more valuable and applicable as a measuring rod 
of health conditions in a given community. 


In the daily life of a plantation doctor, tabulat- 
ing and reporting all illnesses according to the 
new nomenclature would become too difficult a 
chore. It would not be a practical measuring rod 
for field health evaluation. For instance, last year 
the 12,349 cases admitted to The Queen’s Hospital 
were classified under several thousand different 
headings. After considerable trial and error cer- 
tain minimum, basic figures that could be counted 
upon to be accurate were decided upon. These 
were used as an index of health “from the cradle 
to the grave.” 


Some of these, we now realize, are probably not 
essential. Some were inserted from a research 
standpoint, and still others were used to try to 
evaluate the seriousness and acumen of the exam- 
ining doctor. Presented herewith are 10 of the 
more basic graphs covering a twelve-year period. 
Annual reporting was required on a total of 72 
items. These were not all charted on graphs, but 
all were reduced to rates, so that all the plantations 
and all the islands could be compared with one 
another. In this way an excellent check and 
counter-check was established to control any out- 
of-line reporting. The reports are submitted 
monthly by 29 health centers and cover 73,000 
men, women and children. At the start of the 
twelve-year observation period the population fig- 
ure was over 100,000. 

This idea of a practical index of health to be 
used in the field was first presented at an Inter- 
national Conference in Indo-China, and published 
in the proceedings of the Far Eastern Association 
of Tropical Medicine in 1939. Since then a defini- 
tion of each item has been printed on each monthly 
summary sheet to enable the workers in the field 
to use the same terminology. Although it is too 
much to hope that this idea registered 100 per 
cent, the fact that each island has from five to ten 
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diagnostic centers and that every center is com- 
pared with the others decreases the margin of 
error. 

The infant mortality, birth rate and maternal 
morbidity and mortality were used for the evalua- 
tion of infant and maternal care. Last year there 
was a total of 1,162 births without a maternal 
death. The infant mortality during that year was 
24. It will be noted that ten years ago the rate 
was 80, and the Filipino rate in 1923 was 266. 
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The infant diarrhea curve is often given with 
infant mortality. Here we see considerable varia- 
tion. The peaks are associated with epidemics, 
but last year no infant died from this cause. This 
indicates a safe milk and water supply; also that 
the weekly infant clinics pay dividends. 

The tuberculosis curve, perhaps the second most 
important common index of health, shows a drop 
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in incidence of new cases from 200 to 64. The 
death rate in tuberculosis was never used since 
formerly sufferers of this disease often went back 
to their home countries, and many now, as soon 
as diagnosed, are transferred to sanitaria. 

The common infectious diseases run their usual 
cycle of high and low years. The only value of 
their tabulation is to check that they remain low 
and that no one disease is predominant. 


The parasite count is kept both as to infestation 
and as to the rate of those ill from parasites. We 
have seen hookworm practically disappear, and 
yet at one time as high as 92 per cent of the Fili- 
pino laborers were reported infected with hook- 
worm. 

To evaluate surgery, the rate of appendicitis, 
hernia and all other major operations is recorded. 
The drop toward a common level during the years 
of recording suggests improvement in surgical 
evaluation. Last year 254 appendices were re- 
moved with two deaths, and 320 other major 
surgical operations were performed with two 
deaths. This is a death rate of 0.4 per cent. 

An attempt is made to evaluate middle age 
diseases and cancer. No graph has been kept but 
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the percentage indicates the same approximate 
average incidence of these conditions as found in 
studies made on the mainland. 

The accident rate curve (accidents serious 
enough to require hospitalization) shows a marked 
drop after 1937 when a drive was begun on acci- 
dent prevention. A change on Oahu from 2,400 
to 600 clearly illustrates what can be done after 
attention has been focused on an abnormal rate. 


The arthritis curve and the upper respiratory 
rates were kept to check the relationship of rain- 
fall to monthly incidence. The evident variety of 
differences in diagnosis of these items has to date 
made it impossible to use these figures. 

The pneumonia rate and death rate were com- 
pared to those in the states and indicate that the 
plantation doctors used the new sulfa and peni- 
cillin drugs properly as soon as these appeared. 

Mental health was evaluated by the rate of com- 
mitments to mental hospitals, the suicide and 
homicide rates. Since these were relatively low 
we assumed the mental environment was not 
oppressive. 

The daily clinic curve was used to evaluate 
the extent to which doctor and hospital services 
were used. The rate was above that of a well 
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organized U. S. community (4.6 calls per person 
per year). The hospital figure also indicated more 
than average use in that 92 per cent of the babies 
were delivered in the hospitals. The surgical rate 
was 9 per 100 against 7.5 for the mainland, the 
hospital rate 34 per 100 as against 8 and the aver- 
age hospital stay 3.6 as against 9.7 on the main- 
land, indicating a free and quick use of hospitals. 

The death curve 4.9 is unusually low, but we 
must remember the average age of plantation 
people is low. However, since the death rate in 
Honolulu in 1900 was 25, a present rate of 5 
among plantation laborers indicates an improved 
health environment. All improvement in health 
was not due to climate! 

The accompanying graphs indicate the com- 
parison of each of the four islands against the 
total islands as indicated by the large dots. We 
know of no similarly large group of rural people 
where comparable records are kept. Last year 
while in British Columbia and Alaska an attempt 
was made to get corresponding figures. Very few 
were available. The figure of 92 for infant mor- 
tality in Alaska and 154 for the Indians of British 
Columbia compared with our 24 suggested if 
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these areas would blazon forth and explain their 
figures, corrections would soon be made. Full 
publicity of any evil or danger usually corrects it. 


We have spoken of ‘the power of the health 
graph.’ By that is meant that these simple graphs 
repeated annually will create enough interest to 
bring about correction. It has been attempted on 
the plantations, and today the plantation people 
present a better health curve than any comparable 
group in the world. Careful tabulation and re- 
porting is only one of the reasons for the improve- 
ment, but we believe it is important enough to 
suggest that similar figures be kept and tabulated 
by other communities. Health statistics properly 
and constantly used can have a definite relation 
to the health improvement of a community. 


1133 Punchbowl! Street. 
Discussion 


Dr. P. Howarp LIL JESTRAND—Some comprehend sta- 
tistics quickly; some slowly. I have been on the dull side 
for years until a recent trip to the mainland sharpened 
my appreciation of the significance of these plantation 
statistics. As an ex-plantation doctor, I am interested in 
and sympathetic with the problems involved, and yet at 
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the same time I can look at them with a new perspective. 
Also, being at ill-fated Aiea, I have seen a plantation 
community before and after liquidation of the planta- 
tion; and hence before and after the discontinuation of 
complete medical care for most of the community. After 
the plantation folded, we had many, many people who 
discontinued previous treatment or refused to continue 
treatment which they acknowledged they should have, 
because they were so acutely aware of the necessity for 
paying for treatment which they had previously received 
free. I am now completely convinced that the popula- 
tion in general gets far less medical care than it needs 
and can use, because of fee for service payment. It is 
true that plantations have a high rate of office calls and 
a high rate of hospitalization, but Dr. Larsen’s figures 
indicate that it pays off in good health. 

The backbone of the plantation medical system is a 
group of outstandingly able general practitioners. There 
is no relationship between a mainland general practi- 
tioner and a Hawaiian plantation general practitioner. 
Before I learned this, I would answer queries on the 
mainland by saying that I was doing general practice 
on a Hawaiian plantation. The doctor would change 
the subject with raised eyebrows. I finally realized that 
on the mainland a general practitioner is apt to be 
regarded as a third-rate internist combined with a mid- 
wife. In an emergency he may sew up a laceration, but 
for something as complicated as cautery of the cervix 
he will send the patient to a surgeon. My wife’s aunt, 
who lives in Iowa, had to travel 160 miles to get to a 
place where a surgeon could pin her fractured hip, even 
though she lived among a thick network of moderate 
sized communities. 


The plantation physician, on the other hand, is able 
to handle 98 per cent of the demands well. I have seen 
plantation physicians pin hips and do gastrectomies, as 
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well as run a dispensary and practice dermatology, etc. 
Though he may do one procedure seldom, he will do 
it well because he looks it up thoroughly before each 
occasion. The expert, on the other hand, who is thor- 
oughly familiar with the procedure, will seldom look it 
up and as a result may be way behind on new develop- 
ments or may make the same mistake many times be- 
fore he realizes it. The plantation physician exercises 
great discretion, however. If he is not sure in his own 
mind that he can do a procedure without unduly en- 
dangering the patient, he will get help. 

Seeing all this, I conclude that specialization has 
been far overdone, particularly when it comes to small 
groups of specialists telling the rest of the profession 
that they, as non-specialists, cannot do thus and so. 
In general, what a doctor may do should lie between 
the patient, the doctor, and his conscience. The patient 
may refuse to go to anyone, or he may go to a chiro- 
practor or other cultist. Outside the profession, it is his 
business. But within the medical profession, one doctor 
says to another, ‘““You may not treat this patient. You 
are not qualified.” Thus, doctors themselves are devel- 
oping a regimentation alongside of which much of 
“socialization” looks pale. Such restriction is obviously 
growing, despite the vehement denial of one of the five 
members of one of the American Boards, whom I met 
on the boat. Long residencies, of course, serve some 
good purposes, but also they constitute a dilute and 
wasteful training which provides a lot of free help 
for hospitals. 

The record made by the plantation surgeons indi- 
cates the fallacy of exaggerated ideas of specialization. 
We all have to thank Dr. Larsen for persistently pub- 


licizing this remarkable plantation result. Such pub- 
licity is public relations of the best sort and it has not 
cost anyone $33,000.00. 





Pleural Effusion 


D. R. CHISHOLM, M.D. 
KEALIA, KAUAI 


HE TERM “‘effusion”’ as herein used includes 

transudates and serous exudates. It does not 
include empyema, pure hemothorax, or the serous 
exudate which so commonly accompanies artificial 
pneumothorax. The etiology of these latter con- 
ditions is usually evident or readily determined 
and, as a rule, presents no problem in differential 
diagnosis. This paper is concerned chiefly with 
factors involved in the pathogenesis and differen- 
tial diagnosis of pleural effusions. Treatment will 
be given special consideration only in connection 
with tuberculous effusions. Within the limits of 
the present definition, nearly all cases of fluid in 
the pleural space may be classified under four 
great etiological headings: tuberculosis, malig- 
nancy, heart failure, and the nephrosis syndrome. 
Aside from these “big four,’”’ a great many mis- 
cellaneous conditions may occasionally be the cause 
of pleural fluid. Consideration of these condi- 
tions in the differential diagnosis will be necessary 
only if one of the big four cannot be incrim- 
inated. 


Tuberculous Pleural Effusion 


It is one of the best known clinical facts that 
fluid in the pleural space is commonly the result 
of tuberculous infection. James Alexander Miller’ 
states that pleural effusion is the initial clinical 
feature in about one out of every four cases of 
pulmonary tuberculosis. He also asserts that be- 
tween one-third and one-half of all adults with 
pleural effusion develop obvious pulmonary tuber- 
culosis within the following few years. Other 
observers give a somewhat lower incidence. Kraet- 
zer* states that “serous effusion actually means 
tuberculosis in about 100 per cent of cases.’’ Cer- 
tainly most authorities will agree with this asser- 
tion when it is applied to those cases of effusion 
which develop abruptly in an otherwise appar- 
ently healthy individual. 


Boyd* makes the following comment on the 
examination of pleural fluid for tubercle bacilli: 
“Aschoff and other workers have obtained success- 
ful results in as many as 70 to 85 per cent of 
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cases. When it is remembered that in pleurisy 
complicating lobar pneumonia it may be impos- 
sible to demonstrate the pneumococcus, these high 
figures in a group of unselected cases afford elo- 
quent evidence of the great part which the tubercle 
bacillus plays in the production of this condi- 
tion.”” Unfortunately, in general clinical practice 
the results are not as good as this. Even in cases 
of pleural effusion associated with known pul- 
monary tuberculosis, it is not always possible to 
find bacteriological evidence of the disease in the 
pleural fluid. Such failure does not necessarily 
mean that tuberculosis is not the cause of the 
effusion. However, it does raise the question, 
Why do we frequently fail to recover tubercle 
bacilli from an effusion known to be associated 
with an active pulmonary infection, or from an 
effusion in an individual who subsequently de- 
velops an evident pulmonary lesion? It seems 
most probable that factors in the pathogenesis of 
tuberculous pleural effusion provide the answer. 

The pleura consists of four layers, mesothelial, 
submesothelial, elastic, and areolar. The latter, 
often referred to as the subpleural or subserous 
layer, is peculiarly rich in blood vessels and lym- 
phatics and, as shown by W. S. Miller,* is a 
favorite site for the development of tubercles. 
It is important to realize that in tuberculous pleu- 
ral effusion the reaction originates within the 
pleural structures. The effusion is secondary to 
the reaction within the pleura. It will help one’s 
conceptions in the following discussion to remem- 
ber that the condition we are dealing with is not 
simply an effusion but a pleurisy with effusion. 

In 1917 Paterson demonstrated that the de- 
velopment of a pleural effusion following the 
injection of tubercle bacilli into the pleural cavity 
of a guinea pig depended on previous infection, 
i.e.: sensitization, of the animal. Petroff and 
Stewart® injected old tuberculin into the peri- 
toneal cavities of guinea pigs previously sensitized 
by killed tubercle bacilli. Serous effusions devel- 
oped not only in the peritoneal cavity but also in 
the pleural cavity. Similar results were obtained 


4 Miller, W. S.: The Relation of the Pulmonary Artery to the 
Place of Development of Tubercles in the Human Lung, Tr. Natl. 
Tuberc. A., page 219, 1930. 
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cle Bacilli in Vaccinated and Normal Guinea Pigs, Am. Rev. Tuberc. 
1: 353 (Aug.) 1917. 

® Petroff, S. A., and Stewart, F. W.: Immunological Studies in 
Tuberculosis, J. Immunol. 10: 677 (July) 1925. 
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by Howard and DeVeer.* The results of this 
experimental work have been interpreted as indi- 
cating that allergy to tuberculotoxin is a dominant 
factor in the production of tuberculous pleural 
effusions. The physician who has used the Man- 
toux test at all extensively knows that a very tiny 
dose of tuberculin can cause an extensive, edema- 
tous, local reaction in a highly sensitized person. 
Visualization of such a reaction diffused over the 
pleura leaves little room for doubt that a pleural 
effusion would be one effect. In the light of the 
experimental work of the above investigators, 
it would seem that an effusion could have its 
inception in a localized subpleural focus, the 
general, allergic, pleural reaction following upon 
the liberation of tuberculotoxin and a few bacilli 
into the pleural space from the localized focus. 


The basic features of allergy and immunity 
in tuberculosis are evident in ‘‘Koch’s phenom- 
enon,” the reaction to re-infection. If a guinea 
pig which has not been previously infected is 
injected intracutaneously with tubercle bacilli, a 
papule forms at the site of inoculation. This breaks 
open and forms an ulcer. A generalized dissem- 
ination of bacilli occurs and the animal eventually 
dies, the ulcer remaining unhealed to the end. 
Now, if a guinea pig which was initially infected 


six weeks previously is again inoculated or re- 
infected, the reaction is, in Koch’s words, totally 
different. A localized, flat swelling surrounded 
by an area of hyperemia develops—as in the posi- 


tive Mantoux reaction. A necrotic ulcer forms 
at the center of the reaction, but in this case the 
ulcer heals quickly. The striking feature is that 
the reinfecting bacilli are “fixed” locally. There 
is no dissemination of bacilli, not even the neigh- 
boring lymph nodes becoming infected. 


In discussing this epochal pathogenetic obser- 
vation, Kayne, Pagel, and O'Shaughnessy’ state, 
“Koch's phenomenon is obtained not only in the 
skin but in all the tissues of the body: for instance, 
in the mucous membranes, in the pleura and peri- 
toneum, in the lungs (after intratracheal or intra- 
pulmonary reinfection), and in the liver. It shows 
a sequence of hypersensitivity and immunity. 

“The most striking fact about the immunity 
is the disappearance of the injected bacilli: only 
a very few, mostly disintegrated, bacilli are de- 
tected in the area of reinfection. This finding 
has been attributed to the intense inflammation 
and mobilization of cells, the effect of which 
might be to cause a mechanical barrier to the pas- 
sage of the bacilli from the area of infection, or 


_7 Howard, T., and DeVeer, J. A.: Experimental Tuberculous Aller- 
gic Serositis and Its Relationship to Human Polyserositis, Am. Rev. 
Tuberc. 33: 755 (June) 1936. 

8 Kayne, G. G., Pagel, W., and O'Shaughnessy, L.: Pulmonary 
Tuberculosis, New York, Oxford University Press, 1939. 
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to produce an increased lysis of the bacilli. Such 
a lysis phenomenon has actually been seen after 
reinfection . . . it is particularly obvious when 
reinfection has occurred into a lymph sac, such 
as the peritoneal or pleural cavity.” Kayne, Pagel, 
and O'Shaughnessy elaborate further on this 
theme, but the above quotation will serve the 
present purpose. 

A tuberculous pleurisy with effusion represents 
a Koch reaction involving the pleura. Both the 
allergic and the immunologic phases of the re- 
action help to explain why tubercle bacilli are 
difficult to find in the effusion. It may be that in 
a very few tuberculous effusions no bacilli at all 
gain entrance to the pleural sac, the reaction being 
due to diffusion of tuberculotoxin from the pul- 
monary parenchyma and, particularly, from that 
site of predilection for tubercle formation, the 
subpleural lymphatic plexus. Or, in a highly sen- 
sitized person, a massive effusion may be asso- 
ciated with the actual invasion of the pleural space 
by a very few bacilli. These, diluted by a quart 
or more of fluid, may be very difficult to find. 
This dilution is a consequence of the allergic ele- 
ment in the reaction. That the immunity factor 
limits the number of bacilli present in the effu- 
sion is directly evident from the above remarks 
by Kayne, Pagel, and O’Shaughnessy. Of prac- 
tical consideration is the logical deduction that 
the longer one waits before withdrawing fluid 
for examination, the greater will be the difficulty 
of demonstrating bacilli. It is a significant fact 
that it is very rare for a tuberculous effusion to 
develop into a tuberculous empyema unless it has 
been aspirated and replaced with air or unless it 
develops as a complication of artificial pneumo- 
thorax. Spontaneous pleural effusions almost in- 
variably resolve. This is quite consistent with 
one of the above noted features of the Koch re- 
action, the local fixation and destruction of tuber- 
cle bacilli. The difficulty of demonstrating tuber- 
cle bacilli in pleural effusions should make one 
all the more mindful of the rule that a pleural 
effusion is to be considered tuberculous until 
proved otherwise. 

Because tuberculous pleural effusions are not 
infrequently mismanaged with serious conse- 
quences to the patient, the principles of treat- 
ment are herewith presented in some detail. Self- 
evident as these principles appear to be, I frankly 
admit they reverse some of the opinions I myself 
held a decade ago. In the treatment of tuberculosis 
today much more attention is being given to con- 
servation of pulmonary function than formerly 
was the case. The treatment of a tuberculous pleu- 
risy with effusion involves two problems, the 
treatment of the effusion per se and the treatment 
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of the invariably present, underlying pulmonary 
tuberculosis. 

The effusion should be aspirated as completely 
as possible, but not necessarily at one operation, 
as soon as the fluid has reached maximum devel- 
opment. This is usually within a few days of the 
onset of symptoms. If the fluid is tapped too 
early, the aspiration may have to be repeated. The 
reason for early aspiration is as follows: in a 
tuberculous effusion the visceral and parietal 
pleura become coated with fibrin. If the visceral 
coating is allowed to organize during slow, nat- 
ural reabsorption of the fluid, the lung volume 
may be permanently reduced and the ‘‘re-expan- 
sion” of the lung may be at the expense of some 
reduction in the size of the hemithorax. On the 
other hand, there are no contraindications to early 
re-expansion of the lung. 

No air should be allowed to enter the pleural 
cavity accidentally during the aspiration, and 
none should be introduced deliberately with the 
idea of “converting” the fluid to an artificial 
pneumothorax. The accidental or careless admis- 
sion of air during aspiration defeats the prime 
purpose of aspiration, namely, early, full expan- 
sion of the lung aimed at preserving maximum 
respiratory function and minimizing contraction 
of the hemithoracic boundaries. Conversion of the 
effusion to an artificial pneumothorax with the 
idea of treating the underlying parenchymal lesion 
is no longer considered good therapy. Such a 
pneumothorax is often accompanied by adhesions, 
often complicated by tuberculous empyema, can 
seldom be maintained for an optimum period 
because of adhesions, empyema, or obliterative 
pleuritis, and results in thickening of the visceral 
pleura while the lung is under collapse. This 
latter consequence may result in an unexpandable 
lung, possibly a permanent pneumothorax space, 
and, eventually, contraction of the parieties, re- 
traction of the mediastinum, and compensatory 
emphysema of the opposite lung. The patient is 
almost certain to be left with a much greater 
reduction in his vital capacity than if his effusion 
had been aspirated at an early date without air 
replacement. 

Even the presence of a gross lesion in the lung, 
such as a cavity, does not warrant the conversion 
of a pleural effusion to an artificial pneumothorax. 
The chances of being able to maintain the pneu- 
mothorax for a length of time sufficient to con- 
trol the parenchymal lesion are small, while the 
chances of severely crippling the lung by the con- 
sequences of treatment are great. If active treat- 
ment of the parenchymal lesion is indicated in 
these cases, pneumoperitoneum with temporary 
phrenic nerve paralysis is preferable to pneumo- 
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thorax. If pneumoperitoneum and phrenic paral- 
ysis are not considered adequate, a primary thora- 
coplasty may be the treatment of choice. Even 
the institution of phrenic paralysis and pneumo- 
peritoneum following complete aspiration of an 
effusion should be avoided if possible. Symphysis 
of the visceral and parietal pleurae invariably 
follows reapposition after absorption or aspira- 
tion of the effusion. If symphysis takes place while 
the hemidiaphragm is elevated, the paralyzed leaf 
of the diaphragm tends to become fixed in a 
high position. This not only means a permanent 
reduction in the size of the lung and consider- 
able impairment in the eventually restored func- 
tion of the diaphragm, but also a decrease in the 
efficiency of costal respiration in the lower part 
of the chest. 

Massive effusions which are causing dyspnea 
and displacement of the mediastinum should be 
aspirated in stages at the first opportunity. 

It is an interesting fact that once a tuberculous 
effusion has been aspirated without air replace- 
ment it seldom recurs. This is in marked distinc- 
tion to effusions which are aspirated and replaced 
with air, and to effusions which develop during 
the course of artificial pneumothorax. Here re- 
peated aspirations are often followed by repeated 
recurrences of fluid. No doubt, tension on adhe- 
sions in the presence of pneumothorax is respon- 
sible for the recurrence of fluid in many of these 
cases. Perhaps the chief reason a simple tubercu- 
lous effusion does not often recur following a 
single aspiration is that the reaction in the pleura 
is essentially an allergic and time-limited process, 
not the result of a progressing infection. A tuber- 
culous pleural effusion may be very slow in re- 
sorbing if not aspirated, probably due to the layer 
of fibrin which coats the pleura. It might well 
be, of course, that non-recurrence of fluid follow- 
ing aspiration is also related in part to the fibrin 
coating of the pleura, although the reason sug- 
gested above is probably the more important. In 
any event, such non-recurrence has a highly diag- 
nostic significance since it tends to distinguish a 
tuberculous effusion from one due to malignancy, 
heart failure, or renal disease. 

It is stated in the text-books that a tuberculous 
effusion is occasionally persistent and recurs re- 
peatedly following aspiration. Such cases in my 
experience have always been due to one of two 
causes, an associated atelectasis or a failure to 
aspirate the fluid at an early date in an effusion 
associated with a heavy fibrinous deposit on the 
pleura. In either case the pleura becomes thick- 
ened while the lung is in a state of partial col- 
lapse. The thickened pleura encloses a space 
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which, because of the rigidity of its walls, cannot 
become obliterated and hence retains its fluid. 
In such cases the fluid often insidiously develops 
into a tuberculous empyema with remarkably few 
constitutional symptoms. When such a rigid- 
walled space is aspirated without air replacement 
a high negative pressure develops within it and 
it soon refills with fluid. 

In many cases of tuberculous pleurisy with 
effusion no parenchymal lesion can be demon- 
strated by the x-ray. The physician sometimes 
draws the inference that the disease is “primary” 
in the pleura. Having so assured himself, he 
hopes the disease will not develop in the lung 
proper. Both his inference and his hope are ill- 
founded. In the first place, the pleura is an in- 
tegral part of the lung. If it is infected with 
tubercle bacilli, the patient already has pulmonary 
tuberculosis. According to William Snow Miller® 
a tuberculous effusion is invariably secondary to 
tuberculosis of the lung or hilar lymph nodes. 
Schuman!” states that Jacobaeus was able to ob- 
serve pleural tubercles through the thoracoscope 
in 80 per cent of cases of “primary” pleural effu- 
sions. In all cases of tuberculous pleural effusion 
where the x-ray reveals no parenchymal lesion, 
it is sound to assume that active, although invisi- 
ble, subpleural tubercles are present. To quote 
from a previous article,'! “It is far more pertinent, 
then, to state that a// patients with a ‘primary’ 
tuberculous effusion have pulmonary tuberculosis, 
than to state that a certain number will eventually 
develop pulmonary tuberculosis. If it is accepted 
that all these patients already have active pul- 
monary tuberculosis, and already have advanced 
the first step toward potential, full-blown phthisis, 
the indicated treatment leaves no room for con- 
troversy. It will be the treatment of active pul- 
monary tuberculosis.” 

It may be well at this point to make a few re- 
marks on thoracentesis. I had aspirated a great 
many pleural effusions with no untoward results. 
It seemed that the admonition in the text-books 
that pulmonary edema may follow a thoracentesis 
was purely theoretical. Then, one day, a patient 
was admitted to the sanatorium markedly short of 
breath due to a pleural effusion which had dis- 
placed the mediastinal structures. About 1500 cc. 
of clear fluid were aspirated at once. The patient 
immediately felt relief. But within half an hour's 
time he was in a state of acute pulmonary edema, 
cyanotic, and expectorating an abundance of pink, 
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frothy sputum. He recovered quickly with the aid 
of morphine, theophyllin, and the erect position 
It is easy to visualize what happened to this man: 
due to the massive effusion (considerably more 
than the aspirated 1500 cc.) his lung was in a 
state of compressive atelectasis. Most of the pul- 
monary circulation was passing through the con- 
tralateral lung. The capillary endothelium of 
the compressed lung was suffering severely from 
anoxia. Following aspiration, the circulation to 
the lung was restored but the capillaries were so 
damaged by the anoxia that fluid leaked from 
them faster than it could be drained away by the 
lymphatics. The result was pulmonary edema. 
Since this experience I have felt it wise never to 
aspirate more than 1000 cc. of fluid at one time, 
allowing an interval of at least several hours be- 
tween aspirations. During and following the as- 
piration of massive effusions it would perhaps be 
good prophylaxis to have the patient breathe pure 
oxygen through a positive pressure therapy mask. 

The question of ‘‘pleural shock” is always a 
subject for discussion when the potential com- 
plications of thoracentesis or the administration 
of artificial pneumothorax are being considered. 
There are two types of “pleural shock,’ cerebral 
or coronary air embolism, and ordinary, everyday 
syncope. The latter, of course, frequently occurs 
with any type of minor surgical procedure and is 
important only in that it must always be antici- 
pated. A cerebral or coronary air embolism is a 
dramatic and often fatal complication resulting 
from puncture of the lung and the establishment 
of a communication between the alveoli and a 
pulmonary vein. With the occurrence of cerebral 
air embolism the patient should immediately be 
placed crosswise on the bed or table with the head 
and trunk hanging vertically over the side. This 
keeps further air bubbles from entering the 
cephalic branches of the aorta. The subsequent 
treatment is largely symptomatic. 

A coronary air embolism is a terrifying ex- 
perience both for patient and physician. Some 
years ago when diagnostic lung puncture was con- 
sidered a relatively safe procedure, I was investi- 
gating a lesion in the lung with an 18-gauge 
needle. The patient was in the sitting position. 
Suddenly he clapped one clenched fist over his 
precordium and became rigid, his blanched face 
contorted in agony. The perspiration stood out on 
his brow in large beads. His hands turned icy 
cold. His pulse dropped abruptly to 40 per min- 
ute, apparently because of a displacement of the 
pacemaker from the sino-auricular to the auriculo- 
ventricular node. After a minute of this, the pulse 
rate gradually dropped to 28, indicating heart 
block. After another minute or two the rate slowly 
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rose to 40 again and then to about 100. The 
agonizing pain abated as the pulse rate rose. The 
total duration of the episode was not more than 
about four minutes. The patient recovered with- 
out any apparent permanent damage to the heart. 
There is not much the physician can do in a case 
like this except to give morphine and amyl 
nitrite. He is dealing with an acute anginal at- 
tack. 

In aspirating fluid from the chest a short- 
bevelled needle should be used. The needle should 
not be inserted deeper than is necessary, and it is 
wise to fix its depth of insertion by a hemostat 
clamped on the needle close to the skin. The 
patient should be instructed to control coughing. 
If the needle is felt to scrape the visceral pleura 
during one of the phases of respiration, it should 
be partly withdrawn. It is good practice never to 
aspirate a chest without first fluoroscoping the 
patient or obtaining an x-ray. 

In my sanatorium experience it has not been 
uncommon to see referred cases of pleural effusion 
in which the onset of the latter coincided with 
the first few weeks or months of antiluetic therapy. 
None of these patients was suspected of having 
tuberculosis prior to the institution of antiluetic 
therapy. One patient seen a few years ago acquired 
syphilis while under pneumothorax treatment for 
tuberculosis. She secretly consulted another physi- 
cian who instituted antiluetic treatment. The pa- 
tient developed arsphenamine hepatitis and derma- 
titis and, concurrently, a massive effusion into the 
pneumothorax space. This rapidly progressed to 
a tuberculous empyema. Moore’? emphasizes the 
dangers of the energetic treatment of syphilis in 
the presence of active pulmonary tuberculosis, 
citing six cases of acute miliary tuberculosis de- 
veloping under such therapy. Of course, as Moore 
points out, it is an old observation that antiluetic 
therapy often causes reactivation of a co-existing 
tuberculous lesion. The writer’s experience with 
pleural effusion under such circumstances has im- 
pressed him that it might not be an extreme ideal 
for the physician to require a chest x-ray on all 
patients facing antiluetic treatment. Such idealism 
will occasionally save a luetic from dying of tuber- 
culosis. These remarks apply only to the treatment 
of syphilis with the arsenicals. Intensive penicillin 
treatment for syphilis apparently has no adverse 
effect on coexisting tuberculosis. 

I have seen two cases of pleural effusion in 
which both sides were simultaneously involved. 
One of these was a known case of pulmonary 
tuberculosis, the other an individual whose lungs 
showed no lesion at the time he developed fluid. 


12 Moore, J. E.: The Modern Treatment of Syphilis, Springfield, 
Ill., Charles C. Thomas, 1933. 
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Both patients developed miliary tuberculosis and 
died within a few months of the onset of 
the effusions. The relationship between bilateral 
pleural effusion and miliary tuberculosis has been 
noted by several writers.1* However, not all cases 
of bilateral effusion develop miliary tuberculosis. 
Nevertheless, because bilateral effusion is usually 
a manifestation of hematogenous dissemination, 
Paine'* emphasizes the point that such cases 
should be watched for the development of tuber- 
culosis not only in the lung but in other organs 
as well. 


Pleural Effusion in Malignancy 


Once considered a rare disease, primary car- 
cinoma of the lung is now known to constitute 
approximately 10 per cent of all malignant tumors 
studied post mortem.'* Statistics from various 
sources'® indicate that the lung ranks second only 
to the gastro-intestinal tract as the site of primary 
carcinoma. Statistics also indicate that, sooner or 
later, pleural effusion develops in approximately 
50 per cent of all cases of primary cancer of the 
lung. It is quite evident, therefore, that even if 
primary carcinoma of the lung were alone con- 
sidered, malignancy would rate high in the dif- 
ferential diagnosis of pleural effusion in adults. 
When lymphosarcoma, Hodgkin's disease, and 
metastatic deposits are added to the list, it be- 
comes imperative to always entertain the pos- 
sibility of malignancy as the cause of a pleural 
effusion. Unfortunately, when a pleural effusion 
is discovered to be due to malignancy it is too 
late to do anything for the patient. Such an effu- 
sion is tantamount to a death warrant. 


Uncomplicated effusions due to malignancy 
tend to conform to the general characteristics of 
transudates, that is, the fluid is relatively clear, 
light yellow or greenish yellow in color, contains 
relatively few cells, does not coagulate sponta- 
neously, and has a specific gravity of 1.015 or 
lower. However, septic complications secondary 
to bronchial obstruction may cause the fluid to be- 
come purulent. More significant is the discovery 
that the fluid is hemorrhagic, for approximately 
one third of all malignant effusions have this 
characteristic.'7 The specific gravity of hemor- 
thagic fluids will, of course, tend to be above 
1.015, and may be well over 1.030. Pure blood 
has a specific gravity of 1.050 to 1.060. Examina- 


13 Fernandes, H. P.: Bilateral Tuberculous Pleural Effusions, Tuber- 
cle, 25: 82 (Sept. -Oct.) 1944. 

14 Paine, A. L.: Bilateral Tuberculous Pleural Effusions, Am. Rev. 
Tuberc. 44: 424 (Oct. ) 1941 

15 Koletsky, S.: Primary Carcinoma of the Lung, Arch. Int. Med. 
62: OES a" 1938. 


16 J R. The Primary Carcinoma of the Lung, Jr. Lab. and 
Clin: Med. 30" 1227 (Sept.) 1935. 
17 Simons, E. J.: 


Pri — Carcinoma of the Lung, Chicago, The 
Year Book Publishers, Inc., 1937. 
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tion of the fluid for malignant cells by Mandel- 
baum’s cytodiagnostic method possesses academic 
interest only in many cases, but when the diagnosis 
is in doubt this procedure, in the hands of an 
experienced pathologist, may definitely reveal ma- 
lignancy. By a modification of the Mandelbaum 
technique, Goldman'® demonstrated malignant 
cells in 80 per cent of 20 cases of carcinoma of 
the lung. By all odds, the most significant clinical 
characteristic of the effusion in malignancy is the 
rapid recurrence of the fluid each time it is as- 
pirated. In the presence of a hemorrhagic fluid 
which rapidly recurs on repeated aspiration, the 
diagnosis is almost certainly malignancy. 

It is interesting to speculate on the mechanism 
whereby malignant involvement of the pleura 
gives rise to effusion. It seems to be generally 
taken for granted that carcinomatous involvement 
“irritates’’ the pleura and thereby leads to effusion. 
This is not a very satisfying explanation in view 
of the fact that irritation presumes vascular re- 
actions which are not characteristic of malignant 
invasion. On the other hand, if one assumes that 
the hemorrhagic quality of many of the effusions 
is due to malignant invasion of pleural blood ves- 
sels, then it is equally justifiable to postulate that 
the effusion itself results from the establishment 
by similar invasion of a direct connection between 
the pleural cavity and the extraordinarily rich sub- 
pleural lymphatic plexus. In other words, while 
the effusion of malignant pleural invasion simu- 
lates a transudate from blood capillaries, it may 
actually represent mechanical leakage of lymph. 
This hypothesis might help to explain the rapidity 
of recurrence of many malignant effusions follow- 
ing aspiration, while it provides an alternative to 
the difficulty of visualizing how a process of true 
transudation could take place through the densely 
thickened pleura of malignancy. It is well known, 
of course, that effusions occur in the absence of 
direct invasion of the pleura. In these cases the 
effusion is regarded as a true transudate resulting 
from diffuse, obstructive lymphatic invasion or 
from pressure on lymphatics and veins by hilar 
masses. 


Pleural Effusion Due to Cardiac Failure 


In his classic monograph on pulmonary edema 
and inflammation, Drinker'® lucidly covers the 
basic facts involved in the genesis of pulmonary 
and pleural transudates. The following remarks 
are based on his presentation. 

The two fundamental factors in the patho- 
genesis of pulmonary and pleural transudation are 


18 Goldman, A.: Cytology of Serous Effusions, with Special Refer- 
ence to Tumor Cells, Arch. Surg. 19: 1672 (Dec.) 1929. 

19 Drinker, C. K.: Pulmonary Edema and Inflammation, Cambridge, 
Mass., Harvard University Press, 1947. 
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an increase in pulmonary capillary pressure and 
anoxia of the pulmonary capillary endothelium. 
Attention is usually focused on the former, but, 
while it may be the initiating factor, it is the 
endothelial anoxia which leads to progressive 
transudation by increasing capillary dilatation and 
permeability. Drinker points out that the capil- 
lary endothelium is unique in that it is dependent 
on the alveolar air, not on the arterial blood, for 
its oxygen supply. Another important point is that 
the ultimate radicles of the parenchymal lympha- 
tics end around the alveolar ducts. There are no 
lymphatics within the alveolar septa. This means 
that fluid (lymph) transuded from the pulmonary 
capillaries must seep along the septa before it can 
enter the lymphatics. It is equally significant that 
this lymph, under slightly increased pressure, can 
transude into the alveoli as easily as it can seep 
along the septal planes. 

Under normal conditions the balance between 
hydrostatic and osmotic pressure in the pulmonary 
capillaries is such that the rate of lymph transuda- 
tion into the alveolar septa does not exceed the 
rate of drainage by the lymphatics. This means 
that the lung tissue is kept “dry,” that is, non- 
edematous. When the capillary hydrostatic pres- 
sure is raised, as in mitral stenosis or left ventricu- 
lar failure, an increased transudation of lymph 
occurs. As this increase approaches the point 
where it equals the maximum drainage capacity, 
the septa become edematous and lymph escapes 
into the alveoli. Here the vicious circle begins. 
The fluid in the septa, the fluid in the alveoli, and 
the fluid in the bronchioles all lead to local capil- 
lary anoxia as well as to anoxic anoxemia. The 
local anoxia in turn leads to increased capillary 
transudation, and so on. 

Drinker has shown in animal experiments that 
the same factors which lead to increased paren- 
chymal transudation also lead to pleural transuda- 
tion with the formation of effusions. Since Carl- 
isle’s*® presentation in 1943 of the treatment of 
316 cases of pulmonary edema, it has become 
generally known that the inhalation of oxygen 
through an apparatus which imposes a positive 
pressure during expiration is very effective therapy 
for this condition. Respiration with positive pres- 
sure expiration, using oxygen, is effective in com- 
bating edema because it supplies oxygen to the 
pulmonary capillary endothelium, because it op- 
poses the hydrostatic pressure within the capil- 
laries, and because it forces the edema fluid to 
and along the lymphatic drainage channels. It is 
less generally appreciated that a heightened nega- 


ee J. M.: Pulmonary Edema, J.A.M.A. 123: 947 (Dec. 11) 
1943, 
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tive intrathoracic pressure leads to an increased 
transudation of lymph. Drinker demonstrated that 
if a dog breathes a mixture of 10 per cent oxygen 
and 90 per cent nitrogen he will develop pul- 
monary edema and pleural effusion when a selec- 
tive resistance is imposed during inspiration. Here, 
again, the influence of anoxia is made evident, for 
if the experiment is repeated with 10 per cent 
carbon dioxide and 90 per cent oxygen, edema 
and effusion do not occur. 

In 1921, Graham?! pointed out that pleural 
effusions readily formed if dyspnea became marked 
in patients with some degree of pulmonary edema. 
The effusion is here attributed to heightened nega- 
tive intrapleural pressure. In commenting on 
Graham's observations, Drinker states, ‘His thesis, 
in reality, was that, given any increase in capil- 
lary permeability, heightened negative pressure 
inside the chest will prove a formidable contribut- 
ing factor in the production of pleural effusion 
and lung edema.” 

It should be noted that pleural effusion in 
heart failure may result from transudation through 
either the visceral or the parietal pleura, or through 
both. Since the visceral pleura drains into the pul- 
monary veins and the left side of the heart, while 
the parietal pleura drains into the azygos veins 
and the right side of the heart, it is quite evident 
that these two divisions of the pleura may be 
selectively affected by different types of heart 
disease. Indeed, when the visceral pleura is selec- 
tively transuding lymph, it is not difficult to 
visualize the parietal pleura actively absorbing the 
same fluid. Possibly this is the reason that in many 
cases of severe passive pulmonary congestion the 
associated effusions remain relatively small. 

Pleural effusions due to congestive failure are 
not always generalized throughout the pleural 
space. They are quite commonly localized in the 
interlobar fissure or exist as a loculus somewhere 
at the parietes. This localization is easy to under- 
stand when it is realized that pleural adhesions 
are commonly associated with long-standing pul- 
monary congestion, and that acute exacerbations 
of congestion are often patchy and localized rather 
than diffuse. The localization of congestion and 
edema in these cases results from the anoxia asso- 
ciated with varying degrees of obstruction of scat- 
tered bronchi by transudation and exudation. In 
this connection it is pertinent to state that not all 
pleural effusions associated with heart disease are 
transudates. The chronically congested lung is 
often involved in exudative processes and a con- 
comitant pleural effusion may be inflammatory in 
origin. 

*1 Graham, E. A.: Influence of Respiratory Movements on Forma- 
tion of *Pleural Exudates, J.A.M.A. 76: 784 (Mar. 19) 1921 
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Pulmonary infarction, so common in chronic 
heart disease, is often the cause of a small pleural 
effusion. The latter results from congestion and 
transudation, an area of pleura being invariably 
involved in infarction. The effusion of infarction 
is commonly hemorrhagic. 


Pleural Effusion in the Nephrosis Syndrome 


In glomerulonephritis manifesting the nephrosis 
syndrome pleural effusion results from transuda- 
tion consequent on the low osmotic pressure of 
the blood plasma. “Renal” effusions are nearly 
always bilateral. 


Miscellaneous Causes of Pleural Effusion 


Organisms other than the tubercle bacillus may 
give rise to a sero-fibrinous pleurisy. Such an 
effusion is almost of regular occurrence in lobar 
pneumonia, but usually the quantity of exudate is 
small. The same holds for streptococcal pneu- 
monia. If the effusion in these cases is large it 
nearly always becomes purulent. When a pleural 
effusion develops in a case of rheumatic infection, 
the possibility of a rheumatic pleuritis as distinct 
from a congestive transudate must be considered. 
Schwedel*? states that ‘‘rheumatic pleuritis, next to 
carditis, is probably the most frequent complica- 
tion of rheumatic fever.’ Here, too, the sero- 
fibrinous exudate is small in amount. Serous effu- 
sions may occasionally develop during acute infec- 
tious diseases, notably typhoid, scarlet fever, and 
septicemia. The exact nature of the so-called 
terminal effusions that accompany many of the 
chronic diseases has never been made too clear to 
me. Probably a good many of them are tuber- 
culous in origin. 

While hydrothorax associated with cirrhosis of 
the liver is not uncommon, hydrothorax due to 
cirrhosis per se is rare. An excellent review of the 
subject has recently been made by McKay et al.”* 

In women with pleural effusion the possibility 
of an ovarian tumor being the etiological factor 
may have to be considered. The mechanism of 
pleural effusion in the so-called Meig’s syndrome 
has not yet been satisfactorily explained. A com- 
prehensive review of the literature is presented by 
Nora and Davison.** 

Other occasional causes of pleural effusion are: 
beriberi, acute disseminated lupus erythematosus, 
septic processes beneath the diaphragm, severe 


22 Schwedel, J. B.: Clinical Roentgenology of the Heart, New York, 
Paul B. Hoeber, Inc., 1946. 

°3 McKay, D. G., Sparling, Jr., H. J., and Robbins, S. L.:Cirrhosis 
of the Liver with Massive Hydrothorax, Arch. Int. Med. 79: 501 
(May) 1947. 

_** Nora, E. D., and Davison, R. M.: Pleurisy with Effusion Asso- 
ciated with Pseudomucinous Cystadenoma (Meig’s Syndrome), Dis. 
Chest. 13: 423 (Sept.-Oct.) 1947. 
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anemia, obstruction of the thoracic duct, obstruc- 
tion of the azygos veins, myxedema, polyserositis, 
coccidioidomycosis, and leukemia. 


General Considerations 


Excepting cases due to trauma, about 75 per 
cent of hemorrhagic pleural effusions are due to 
malignancy. The next most common cause is in- 
farction of the lung. I have seen many tuberculous 
pleural effusions, but only rarely has one of them 
been hemorrhagic. Rubin*® comments on the in- 
frequency of hemorrhagic tuberculous effusions 
and notes how contrary the fact is to prevalent 
belief. 

Chylothorax is a relatively rare condition. Its 
two most common causes are traumatic injury and 
malignant obstruction of the thoracic duct. The 
subject of chylothorax has recently been compre- 
hensively reviewed by Jahsman.?* 

Pleural fluid should be routinely subjected to 
laboratory examination. The important character- 
istics to note are, (a) color and transparency, 
(b) specific gravity, (c) protein content—usually 
estimated by subtracting 1.007 from the specific 
gravity and then multiplying by 343, the result 
being the per cent protein, (d) clot formation, 
(e) white cell count and differential, (f) bacterial 
content. 

Transudates are clear, light yellow, have a 
specific gravity below 1.015, a protein content of 
less than 2.5 per cent, are practically free of cells, 
do not clot, and are free of bacteria. They may be 
due to cardiac failure, nephrosis syndrome, or 
malignancy. 

Exudates may be clear or cloudy, have a specific 
gravity above 1.018, a protein content of over 
3 per cent, contain white blood cells, clot spon- 
taneously, and may or may not show bacteria. 
Exudates indicate an inflammatory reaction. 

A predominance of lymphocytes suggests a 
tuberculous etiology, a predominance of poly- 
morphs a pyogenic etiology. Long-standing transu- 
dates may acquire a high lymphocytosis. The 
cytology of malignancy calls for special study. 

In most cases the physician will not have to de- 
pend on the characteristics of the pleural fluid for 
diagnosis. However, it should be routinely ex- 
amined not only for the supporting evidence ob- 
tained, but in order to provide a record for 
comparison if changes subsequently develop in the 
fluid as the result of secondary infections, hemor- 
rhage, bronchopleural fistula, gradual transition to 
empyema, etc. 

Whenever the cause for an effusion is not evi- 
den Rubin, E. H.: Diseases of the Chest, Philadelphia, W. B. Saun- 


*6 Jahsman, W. E.: 
1944. 


Chylothorax, Ann. Int. Med. 21: 669 (Oct.) 
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dent, the tubercle bacillus should be sought for 
by cultures or animal inoculation. It may be pos- 
sible to demonstrate bacilli by direct Ziehl Neel- 
sen staining of the fine coagulum which forms in 
the fluid. 

In sending fluid to the laboratory, it is wise to 
be generous. About 25 cc. should be sent in a 
sterile, closed test tube if the tubercle bacillus is 
to be looked for by culture or animal inoculation. 
This will be concentrated before culture or inocu- 
lation. The rest of the fluid should be sent to the 
laboratory in a sterile container. A large amount 
of fluid makes it easier for the laboratory worker 
to measure the specific gravity and to check the 
coagulum directly for tubercle bacilli. A large 
amount of fluid is also necessary in looking for 
malignant cells by Goldman's modification of the 
Mandelbaum technique. 

The differential diagnosis of pleural effusion 
will usually be readily solved by keeping in mind 
the four principal causative factors, tuberculosis, 
malignancy, heart failure, and renal disease. It is 
a simple matter to rule out or incriminate cardiac 
failure and renal disease. The differential diag- 
nosis between a tuberculous and a malignant effu- 
sion is usually readily made on the basis of clinical 
and radiographic evidence at hand when the effu- 
sion is discovered. If no cause for the effusion is 
evident on clinical and radiographic examination, 
the effusion should be assumed to be tuberculous 
until proved otherwise. In such a case the fluid 
should be examined for tubercle bacilli. It should 
be remembered that the time element in differenti- 
ating between a tuberculous and a malignant effu- 
sion is of no consequence providing one assumes 
that the cause is tuberculous and treats the patient 
accordingly. By the time a malignancy causes a 
pleural effusion the prognosis is hopeless. If none 
of the “big four” seems to be the cause of a 
pleural effusion the less common causes should 
be considered one by one. 

A pleural effusion is seldom a simple, self- 
limited entity. It is somewhat reversionary in 
these times to speak of pleurisy as being “‘idio- 
pathic,” a term which is even less definitive than 
the “‘pleurisy a frigore’’ of the older writers. As 
is indicated by its chief causative diseases, tuber- 
culosis, malignancy, heart failure, and the neph- 
rosis syndrome, a pleural effusion nearly always 
means serious organic disease. The chances are 
at least 8 to 1 that the average case will prove to 
be tuberculous. This in turn means that the chances 
are 8 to 1 that the patient already has active 
pulmonary tuberculosis. If this active pulmonary 
tuberculosis is not demonstrably evident, the 
chances that it will become so within the next four 
years are, conservatively, about 20 per cent. 
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DIAMOND JUBILEE OF NURSING 
1873 - 1948 


The seventy-fifth anniversary of professional 
nursing in the United States was celebrated during 
the third week of November, known as Nursing 
Progress Week. Particular honor was paid to the 
memory of a remarkable and memorable woman, 
“Linda” (Melinda) Richards, who was America’s 
first trained professional nurse and first superin- 
tendent of nurses, and who for nearly forty years 
devoted herself to the advancement of standards 
and training for professional nurses. She retired 
at the age of 70, but maintained contact with the 
nursing profession up to the time of her déath, 
at the age of 89. At the age of 60 she began or- 
ganizing and directing schools of nursing in hos- 
pitals for the mentally ill, a task at which she 
spent the last ten years of her active career. 

Educational and professional standards for nurs- 
ing have kept full pace with the advancement of 
such standards for the medical profession during 
this period. It is unfortunate—and probably an 
ironic commentary on the motives which induce 
women to become nurses—that the economic 
status of nurses has not, by and large, kept pace 
with their professional status. In 1946, according 
to the U.S. Department of Labor, the average 
nurse was being paid $40.25 for a 44-hour week. 
Many states lack uniform licensure laws to control 
practical nurses as well as professional ones. There 
is unequal distribution of nursing care, too; and 
many hospitals have not as yet taken proper ad- 
vantage of auxiliary personnel to perform clean- 
ing, clerical, and other non-medical tasks. The 
160,000-odd members of the A.N.A.—the Amer- 
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ican Nurses’ Association—are carrying on a drive 
to correct these conditions and to promote the 
recruitment of the additional 40,000 candidates 
needed to meet present demands. 

Closer relationship between organized medicine 
and organized nursing would be a desirable de- 
velopment; and it is one that has already made 
considerable headway in the Territory of Hawaii. 
The joint occupancy and management of the 
Mabel L. Smyth Memorial Building by the Nurses’ 
Associations and the medical organizations of the 
Territory and of Honolulu County, ten years ago, 
made a beginning of a closer connection between 
the nursing and medical organizations here. The 
combining two years ago, of the official publica- 
tions of the two organizations into one journal, 
the HAaAwall MEDICAL JOURNAL AND INTER- 
ISLAND Nurses’ BULLETIN, was another impor- 
tant step in the same direction. Connections like 
these cannot but have a continuing influence for 
good upon the social and professional relation- 
ships of two such closely connected groups of 
professional workers. 

The medical profession can certainly endorse, 
and would do well to help nurses to attain, the 
goals they have set for themselves in the better- 
ment of conditions for the nursing profession. 
And we can say with Pearl McIver, A.N.A. presi- 
dent, that the nurse “is an indispensable part of 
American life. Her skill, courage, intelligence, 
loyalty, tenderness, self-sacrifice and strength of 
character have served the nation in peace as in 
war. The Diamond Jubilee will remind us that 
wherever man and nature assail human life, the 
nurse, eternal aide and colleague of the physician, 
is there to save it.” 


2333 . 
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THE RESPONSIBILITY OF THE PRACTIC- 
ING PHYSICIAN FOR DIABETES 
DETECTION 


The discovery and treatment of diabetes mel- 
litus at an early stage demand the attention of all 
practicing physicians. Failure to discover and treat 
diabetes early results in preventable disabilities 
and impairments of health. In the Diabetes Ex- 
hibit at the Annual Meeting of the American 
Medical Association held in Chicago in June, 
1948, it was shown that the mortality rate for 
diabetics first seen when a complication had oc- 
curred was three times the rate for diabetics first 
seen earlier and before impairments had de- 
veloped. Actually the future for the diabetic pa- 
tient under modern medical treatment is brighter 
and more hopeful today than ever before. 

In 1929, Dr. George H. Bigelow and Dr. Her- 
bert Lombard began a study of chronic disease in 
Massachusetts which led to the publication of 
statistics showing that the number of diabetic pa- 
tients in Massachusetts was far higher than had 
been heretofore thought. In 1935, a National 
Health Survey was conducted which confirmed 
these figures. In Oxford, Massachusetts, results of 
a survey by the United States Public Health Serv- 
ice indicate that at least a million undiagnosed 
diabetics exist in the United States and Canada. 

District and state medical societies now have 
the opportunity to take the lead in the fight against 
diabetes in response to an appeal to the practicing 
physicians of the United States, presently being 
made by the Committee on Diabetes Detection of 
the American Diabetes Association. This commit- 
tee was appointed by Dr. Charles H. Best, Presi- 
dent, at the Annual Meeting in June 1948. Plans 
are being formulated for National Diabetes Week, 
December 6 to 12, 1948. 

As a first step in a full-scale attack on diabetes, 
eighth among the leading causes of death, a 
medical society should appoint its committee on 
diabetes. The national Committee on Diabetes 
Detection stands ready to assist local committees 
in their work. Already the Committee is prepar- 
ing material containing information on diabetes 
for use by the physician in his own town. These 
materials include programs for medical meetings, 
radio broadcasts and spot radio announcements for 
use by city and county medical societies, and 
suggestions for cooperation with local hospitals 
toward the control of diabetes. 

The Committees on Post-Graduate Instruction 
in State and County societies should plan instruc- 
tion and demonstrations in diabetes in county 
meetings this fall. Also, Hospital staff meetings 
should provide a place on their program for dia- 
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betes. Committees on Public Relations and Public 
Information should plan meetings for instruction 
of laymen, including patients, their families, and 
all others interested. 

Women too, have an important role to play in 
the fight to control diabetes. It is significant that 
among women, diabetes is more frequent than 
among men. It is desirable to enlist the aid of 
women’s organizations, especially the women’s 
auxiliaries of the medical societies, as an adjunct 
to the program planned by medical societies. 

Already a number of local diabetes associations 
affiliated with the American Diabetes Association 
have been formed. More such associations com- 
posed of physicians are needed. With the coopera- 
tion of the physicians within their area these asso- 
ciations have accepted the challenge and will strive 
to find and treat the million hidden diabetics. 
Associations will be assisted by the American 
Diabetes Association in attaining such objectives 
as: more graduate courses in diabetes for physi- 
cians; providing better laboratory services; and 
helping with instruction for patients. Now is the 
time for action—will the practicing physician seize 
this opportunity for progress in an all-important 
field or will he prefer to surrender to others his 
responsibility for diabetes detection and treatment? 


COMMITTEE ON DIABETES DETECTION 
Howarp F. Root, Chairman 


81 Bay State Road 
Boston, Massachusetts 


RURAL MEDICINE— 
A SOLVED PROBLEM? 


In 1947 at the centenary celebration of the 
American Medical Association there were a num- 
ber of charts and exhibits indicating that rural 
health was a problem and a challenge. Urban 
areas were quite well cared for in America, but 
rural areas did not receive good up-to-date med- 
ical service. The American Medical Association 
had begun to do something about it. A committee 
on rural health had been appointed and by Feb- 
ruary 1948 had held their third national confer- 
ence on rural health. 


Michigan, as a state, took the lead in this field 
when in September 1947 the first Michigan rural 
health conference was called. Rural health was 
defined as emphasizing everything that might pro- 
mote better living conditions, better living stand- 
ards and better medical service. They found an 
awakening of the rural people to these needs, and 
it was brought out that poor medical service and 
poor health conditions were common. 


Louis Bromfield at that meeting pointed out 
that this whole problem went back to nutrition, 
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soil and economics. He said, “We are what we 
eat. Fertility of land and health in land is a ques- 
tion of balance.” And he added, ‘Even health 
rests wholly on an economic basis.” 


It was also shown that in Michigan the more 
rural the area, the higher the death rate and the 
larger proportion of people suffering from unmet 
medical conditions. It was indicated that certain 
areas in Michigan were without hospitals or med- 
ical centers. They urged special training for doc- 
tors willing to serve in rural areas. To get doctors 
into rural areas it was necessary to develop round- 
ed medical centers where the doctors could prac- 
tice good medicine. 


One of the speakers suggested that every physi- 
cian should spend from three to five years as a 
general practitioner, before he is allowed to enter 
a specialty. It was noted that today’s doctor of 
medicine, to keep himself abreast of medical de- 
velopments, must spend a minimum of one 
month’s time in postgraduate work . . . and keep 
it up year after year. They also recommended the 
extension of the insurance plan for rural health 
service rather than a compulsory tax plan. 

In Colorado on May 19, there was a Rocky 
Mountain Regional Conference. They showed the 
need of equal interest in rural health on the part 
of the public, the physicians and the educators of 
the district. They also urged that good health edu- 
cation for everyone—especially rural health edu- 
cation—is every bit as essential as reading, ‘riting 
and ‘rithmetic. It should be the fourth ‘‘R’’ in 
education — long neglected and costly to the na- 
tion. It had been shown that for 1941 to 1945 the 
infant mortality was 38 for metropolitan areas and 
47 for country areas. 

It is encouraging to find that in Hawaii the rural 
areas show an infant mortality of 20 to 25 as com- 
pared to 32.5 in the Honolulu area. We can take 
pride that Hawaii, due to the plantation system, 
has been recognized as one of the first to bring 
excellent medical service to all its rural families. 


N. P. LarsEN, M.D. 


SYNERGISM BETWEEN BACITRACIN 
AND PENICILLIN 


Bacitracin may be the key to the treatment of 
‘hat troublesome group of cases of primary syphilis 
which do not yield to penicillin alone. Recent 
work on primary syphilis in rabbits has revealed 
a startling synergism between bacitracin and peni- 
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cillin.! The dose of penicillin alone which is 
required to cure rabbit syphilis in 50 per cent of 
the animals (CD,,) is about 40 units/kg. The 
CD.,, for bacitracin is 9000 units. When used 
together, only 1/40 as much penicillin and 1/7 
as much bacitracin were needed to produce the 
same percentage of cures as when they were used 
separately. 

The varying dosage schedules of penicillin in 
successful use at the present time attest the fact 
that penicillin alone will cure a high percentage 
of practically all types of syphilis. But all dosage 
schedules have a common failing—a significant 
proportion of cases is not cured. Juggling the 
“how much” and the “for how long” has not 
eradicated this stubborn group of failures. Con- 
comitant use of the old stand-by’s, arscnic, bis- 
muth and fever, in spite of their known hazards, 
is finding favor in some centers. Bacitracin may 
prove to be a surer answer; it is unquestionably 
safer. 

C. A. DoMZALSKI, JR., M.D. 


MEDICINE OF THE YEAR 


Elsewhere in the Journal will be found an an- 
nouncement of MEDICINE OF THE YEAR, an 
annual review of medical progress to be issued as 
a supplement to the HAwatl MEDICAL JOURNAL, 
appearing early in 1949. The Association has 
provided this feature for its members in the belief 
that it constitutes a valuable educational oppor- 
tunity at small expense and one which will be a 
distinct benefit to all who subscribe. The con- 
tributors are all men of outstanding reputation 
in their field, distinguished as teachers and med- 
ical writers. Their names guarantee a comprehen- 
sive and critical account of the significant and 
important events in medicine during the preceding 
year, well written and of practical interest to 
every physician. The cost is nominal. 

The arrangement by which this Annual Review 
is made available to members of the HAWAII 
MEDICAL JOURNAL requires that a certain propor- 
tion of the members subscribe to this service if it 
is to be provided. The value of the service is 
sufficient reason for subscribing. However, be- 
cause of the short time remaining in which to 
ascertain the number of subscribers, it is urged 
that subscriptions be entered promptly in order 
that a sufficient number be obtained to ensure that 
the annual will be available to all who wish it. 
SUBSCRIBE NOW! 

a Eagle, H., and Fleischman, R.: Therapeutic Activity of Bacitracin 


in Rabbit Syphilis, and Its Synergistic Action with Penicillin, Proc. 
Soc. Exper. Biol. and Med. 68: 415 (June) 1948. 











PSYCHIATRIC COMMENT 





The 104th annual meeting of the American 
Psychiatric Association in Washington, D. C., 
from May 17 to 21, was an excellent demonstra- 
tion of the advances made in psychiatry during 
this past year. Over two thousand psychiatrists 
from all over the country and a representative 
group from Latin American and European coun- 
tries attended the meeting. 

The papers read, the round table discussions, 
and the various conferenccs covering nearly the 
entire field of psychiatry gave a clear indication 
of the prevailing trends and the numerous ap- 
proaches to the fundamental problems of psy- 
chiatry. The latter was best illustrated by a great 
variety of papers and discussions on schizophrenia, 
the most important psychiatric entity. Here, I 
might add that one-fourth of all the hospital beds 
in the United States is occupied by schizophrenics. 
This fact alone is a clear indication of the mag- 
nitude of the problem. Every conceivable thera- 
peutic approach to schizophrenia, ranging all the 
way from conventional psychoanalytical therapy 
to various modaiities of brain surgery, is being 
studied and explored in various psychiatric centers 
throughout the country. The papers dealing with 
schizophrenia covered the vast field of electro- 
convulsive therapy, insulin therapy, and various 
forms of psychotherapy based on a proper under- 
standing and evaluation of the psychodynamics 
of schizophrenia. Electro-convulsive therapy and 
insulin therapy are well established procedures 
and employed on a wide scale throughout the 
country. Several reports on prefrontal lobotomy 
confirmed the fact that this procedure occupies a 
definite place in psychiatry. Oltman and Brody 
of Newton, Connecticut, reporting on 117 pa- 
tients, state that 60 per cent of the group of 
chronically ill were improved or much improved, 
and that 40 per cent of them could leave the hos- 
pital. They found it particularly helpful in dis- 
turbed, aggressive, and destructive patients, who 
constitute major problems in state hospitals. Wal- 
ter Freeman of Washington, D. C., reported on 
transorbital lobotomy, using the transorbital ap- 
proach to the frontal lobes, a method first intro- 
duced by Fiamberti in 1937. This rather simple 
operative procedure, according to Freeman, pro- 
duces results similar to the conventional type of 
lobotomy with none of the personality alterations 


observed following the standard operation. He 
claims that the recovery is rapid, the morbidity 
minimal, and the mortality nil. The psycho- 
analytical approach to schizophrenia was very ably 
presented by John Rosen of New York and Frieda 
Fromm-Reichman of Baltimore. John Rosen claims 
to be able to establish a close relationship and 
transference with an advanced schizophrenic by 
approaching him on the level of his subconscious 
mechanisms and contents, and thus laying the 
foundation for the re-integration of the broken 
personality of the patient. 

Attitude therapy in the treatment of psychotics 
and psychoneurotics was ably presented by Edward 
Adams of Topeka, Kansas. His paper dealt with 
the problems of creating a therapeutic emotional 
environment suited to the needs of each individual 
patient in a dynamically oriented hospital. Atti- 
tudes like ‘unsolicited love,’ ‘firm kindness,”’ 
“earned consideration,’ and ‘‘matter of factness”’ 
will serve to illustrate the dynamic orientation of 
the inter-personal relationship between the patient 
and the staff of the hospital. 

A symposium on hostility served to bring into 
sharper focus a problem which plays a vital part 
in the genesis and dynamics of psychoses and neu- 
roses. Lauretta Bender of New York distin- 
guishes aggressiveness in children, a positive and 
constructive force from hostility that a child 
develops as a reaction to frustration in the fields 
of normal maturation and inner fantasy life. 
Clyde Kluckhon, an anthropologist, of Cambridge, 
Massachusetts, very ably discussed the “free- float- 
ing aggression” present in every known human 
society. This aggression is drained off at crucial 
times by wars. Most of it, however, is channeled 
into socially creative endeavors like arts, science, 
exploration, public works and the like. A great 
part of this energy is diffused into various streams, 
like the small angry outbursts of daily iiving, into 
bias and prejudice directed against segmental 
minorities within the society, but also into nu- 
merous constructive efforts. 

The age-old concept of psychopathic personality 
was the subject of a round table discussion. Some 
new interpretations, particularly the one of a 
psychoneurotic reaction-pattern involving the en- 
tire personality, were presented as against the 
old, time-honored concept of a constitutional in- 
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feriority, found so unsatisfactory to most psychia- 
trists. This new concept stresses the presence of 
psychoneurotic features of the infantile variety 
in the psychopath, most of them derived from a 
basic hostility of the patient in response to en- 
vironmental influences, with full sway of the 
egocentric tendencies and little or no considera- 
tion for the superego forces, the social and the 
moral standards. 

John Bowers of Washington, D. C., in a paper 
on atomic energy, discussed the psychological im- 
plications of an atomic explosion. Bowers was 
one of the first American officers to enter Hiro- 
shima after the explosion and was deeply im- 
pressed by the apathy and reactive depression 
which gripped nearly the entire population. He 
saw no evidence of panic or excitement. The 
people were depressed, deeply preoccupied, 
gripped by fear of impending death. This im- 
portant observation should be kept in mind in 
this era of atomic energy. 


119 


A round table discussion was devoted to the 
challenging theme of Faith and Psychopathology. 
Psychiatrists and leaders in religion took part in 
this symposium, making a genuine effort to estab- 
lish a relationship between religious experiences 
and psychological reactions. Although both groups 
were frequently discussing the same fundamental 
phenomena of the human mind, the listener was 
often amazed at the striking differences in the 
interpretation and the terminology used. It is 
the terminology, the semantics, that will have to 
be clarified before a fruitful outcome from such 
a symposium could be expected. 

Papers on a great variety of other subjects, too 
numerous to mention, helped to make the conven- 
tion an outstanding event. 

William C. Menninger, Topeka, Kansas, presi- 
dent, will be succeeded in 1949 by George S. 
Stevenson, New York, president-elect. 


Marcus GUENSBERG, M.D. 











COUNTY SOCIETY REPORTS 





HAWAII COUNTY MEDICAL SOCIETY 


The 275th regular meeting of the Hawaii County 
Medical Society was held in the staff room of the Hilo 
Memorial Hospital on August 12, 1948. The meeting 
was called to order at 8:15 p.m. by the Vice President, 
Dr. H. Sexton. Those present were: Drs. W. N. Bergin, 
Leo Bernstein, S. R. Brown, M. H. Chang, H. E. Craw- 
ford, D. S. Depp, S. Kasamoto, W. F. Leslie, W. Loo, 
A. Orenstein, T. T. Oto, C. L. Phillips, H. M. Sexton, 
L. L. Sexton, and T. D. Woo. 


A letter was read informing the Society that the 
Public Relations Committee of the Hawaii Territorial 
Mz=dical Association engaged the services of Edward F. 
Stegen and Associates, public relations counsel, during 
the period July 20 to September 10, 1948. 


The application of Dr. John Jenkin for membership 
in the Society, approved by the Board of Censors, was 
presented. Dr. John Jenkin was unanimously elected 
by secret ballot. 


By secret ballot the new Constitution and By-Laws of 
the Hawaii County Medical Society were unanimously 
adopted. 

Dr. A. Orenstein, Chairman of the Disaster Council, 
discussed a report distributed to the membership on the 
administration of the disaster program. 


Dr. H. E. Crawford presented a report on the meet- 
ing of the Councillors of the Hawaii Territorial Medical 
Association. He suggested that the Society express ap- 
proval of the HMSA “C” Schedule as a temporary 
measure until the Territorial fee-schedule is approved. 
On motion of Dr. T. Oto, seconded by Dr. D. Depp, 
this measure was unanimously approved by the Presi- 
dent of the Hawaii Territorial Medical Association of 
this action. 

A report of the Public Policy and Grievance Commit- 
tee was presented and action was taken on each of four 
recommendations. The Society unanimously approved 
the Committee’s first three recommendations regarding 
the administration of child health conferences, the role 
of the physicians and public health nurses in child 
health supervision and the re-opening of child health 
conferences at the Naval Air Station Housing Project. 
The fourth recommendation of the Committee was 
voted upon as two measures. It was unanimously agreed 
that the recommended fee schedule for major procedures 
for private patients, based upon the new fee schedule 
with the unit value varied according to income and 
based upon the income of a single person, be adopted. 
The Society unanimously approved the adoption of 
the recommended fixed fee schedule for routine pro- 
cedures for private patients, subject to change as in- 
dicated by the Society. It was the consensus that the 
consultant’s fee be the responsibility of the physician 
requesting the consultation. It was agreed that all pub- 
licity regarding the Public Policy and Grievance Com- 
mittee and the Fee Schedule for private patients be 
approved by the Society before release. 

The scientific program consisted of a talk and demon- 
stration with lantern slides of ‘‘Precancerous and Can- 


cerous Lesions of The Skin” by Dr. Harold Johnson ot 
Honolulu. 
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The 276th regular meeting of the Hawaii County 
Medical Society was held in the staff room of the Hilo 
Memorial Hospital on September 23, 1948. The meet- 
ing was called to order at 7:40 p.m. by the President, 
Dr. Leabert Fernandez. Those present were: Drs. Leo 
Bernstein, M. H. Chang, L. R. Fernandez, R. S. Fillmore, 
S. M. Haraguchi, V. Jim, W. F. Leslie, R. M. Miyamoto, 
A. Orenstein, T. Oto, C. L. Phillips, H. M. Sexton, L. L. 
Sexton, W. J. Seymour, G. Tomoguchi, F. Wong, and 
H. B. Yuen. 

A communication from Dr. G. A. Batten was read 
requesting the appointment of a representative of the 
Medical Society on the Hawaii Cancer Society. Dr. R. 
Miyamoto was appointed to this position. 

The application of Dr. Richard A. Yamanoha for 
membership in the Society, approved by the Board of 
Censors, was presented. By secret ballot, Dr. Yamanoha 
was unanimously elected into membership in the Hawaii 
County Medical Society. 

The report of the Public Policy and Grievance Com- 
mittee was read. Dr. H. Sexton indicated that this 
Committee recommends that the status quo regarding 
the care of indigents be maintained until outpatient 
services with interns are developed at the Hilo Memorial 
Hospital and/or other hospitals in the County and that 
county dentists be appointed to provide dental care for 
indigent patients. This report was based upon a letter 
from Dr. Joseph Palma, President, Hawaii Territorial 
Medical Association, requesting the opinion of the So- 
ciety on medical care policies of the Department of 
Public Welfare. It was moved by Dr. C. Phillips, sec- 
onded by Dr. H. Yuen, that the report be accepted. 
Carried unanimously. 

The scientific program consisted of a talk on “Typhoid 
Fever and the Treatment of a Case with Streptomycin” 
by Dr. T. Oto. 
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At the regular meeting of the Hawaii County Medical 
Society held October 14, the membership present unani- 
mously approved, in principle, the contractual fee 
schedule with the changes recommended by the Hono- 
lulu Board of Governors provided that it does not 
jeopardize HMSA. In addition, the following comments 
were made: 


1. The unit value for insurance examinations should 
be 10.0 instead of 7.5; 

2. The surgery schedule for ptherygium is too high 

—the unit value should be about 35.0 instead of 

60.0; 

The. unit value of tonsillectomy is too high; 


4. What is included in a normal delivery should be 
clarified. Is prenatal care and 6 or 8 weeks of 
postpartum care, etc. included? 


~ Wwe 


LEO BERNSTEIN, M.D. 
Secretary 


{ 120 } 








€ 


yf 





NOVEMBER-DECEMBER, 1948 


HONOLULU COUNTY MEDICAL SOCIETY 


The monthly meeting of the Honolulu County Med- 
ical Society was held on October 1 in the Mabel Smyth 
Building at 7:30 p.m. Dr. Gotshalk presided. There 
were 43 members and guests present. 


The chairman announced that the Board of Governors 
is now circulating to all members of the Society a bulle- 
tin reporting the actions taken at each of its meetings. 
Any member of the Society is privileged to attend the 
Board of Governors meetings or to bring up for discus- 
sion at the County Society meetings any action of the 
Board of Governors. 

Dr. Gotshalk stated that a letter had been received 
from Bauer Portraits, 312 Lewers Road in Waikiki, 
offering to photograph each member of the Medical 
Society without any obligation. The Medical Society 
would be furnished with one print of each doctor and 
the doctor would be presented with a mounted portrait. 
On recommendation of the Board of Governors, the 
Society voted to accept this offer. 

Dr. Kyuro Okazaki presented a paper entitled “Liver 
Function Tests.” This was discussed by Dr. Eric Fen- 
nel. Dr. Michele Gerundo read a paper entitled ‘Plas- 
mogeny: On the Origin of Life.” 

At the close of the scientific session, refreshments were 
served on the lanai. 


A special meeting of the Honolulu County Medical 
Society was held in the Mabel Smyth Auditorium Fri- 
day, October 29, 1948, to consider the proposed Terri- 
torial Fee Schedule. Dr. Gotshalk presided; there were 
94 present. 

The following resolution was introduced by Dr. Fred 
Irwin and seconded by Dr. G. A. Batten: 


“Whereas, it seems to be advisable, almost impera- 
tive, to support the prepayment medical plan under 
the control of the doctors, and 


Whereas, certain lay elements both in Hawaii and 
in a great many states are trying to wrest control 
away from the doctors, and 


Whereas, the prepayment plan known as the Ha- 
waii Medical Service Plan is now a going concern 
owned and operated with the consent and approval 
of the doctors of this Society, and 

Whereas, the Hawaii Medical Service Association 
cannot operate successfully without some concession 
in the regular fee schedule, 


Now therefore be it resolved, that the Honolulu 
County Medical Society now in session allow and in- 
struct the Hawaii Medical Service Association to 
proceed under the present fee schedule known as the 
‘C’ bracket, plus 10 per cent additional.” 


Resolution temporarily tabled on motion of Dr. 
Arnold, Jr., seconded by Dr. Hill. 

The Territorial fee schedule, as it appeared in galley 
proof, was rejected on motion of Dr. Hill, seconded by 
Dr. Burlingame and passed by a vote of 45 to 4. 

Dr. Doolittle and others expressed appreciation for 
the amount of work done on the fee schedule. 

Dr. Dickson moved, seconded by Dr. Herter, that any 
new fees schedule should be on a county level. This 
motion passed without a dissenting vote. 
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Dr. Palma approved of Dr. Irwin’s proposal to use 
the “C” schedule plus 10 per cent for H.M.S.A. He 
further proposed an additional new increase of 15 
per cent in the Workmen’s Compensation fee schedule 
to approximate that of the H.M.S.A. 


On motion of Dr. Arnold, Jr., seconded by Dr. Hill, 
Dr. Irwin’s resolution was again brought up for con- 
sideration. 

Dr. Doolittle offered the following amendment to 
Dr. Irwin’s resolution: that the “C” schedule plus 10 
per cent be effective for H.M.S.A. only until such time 
as a standard fee schedule to cover all agencies is pre- 
sented and approved by the Society. This amendment 
was seconded and passed. 

Dr. Irwin’s resolution was passed. 


Dr. Majoska moved that the Legislative Committee 
make every effort to have section 4425 of the Revised 
Laws of Hawaii 1945 changed so that any patient com- 
ing within the province of the Workmen’s Compensa- 
tion law may choose his own physician. The motion 
was seconded and passed. 

On motion of Dr. Arnold, Jr., seconded by Dr. 
Durant, the chairman was authorized to instruct the 
Legislative Committee to secure legal advice to prepare 
legislation providing free choice of physician for work- 
men’s compensation patients. 


SAMUEL L. YEE, M.D. 
Secretary 


KAUAI COUNTY MEDICAL SOCIETY 


The monthly meeting of the Kauai County Medical 
Society was held at the Lihue Hotel in Lihue, Kauai, 
T. H. on September 22, 1948. Members present were: 
Drs. Bickell, Brennecke, Cockett, Fujii, Goodhue, Ishii, 
Kuhns, Mason, Masunaga, Wade and Wallis. Guests 
present were: Mr. O. B. Patterson and A. H. Achor of 
the Hawaii Medical Service Association, Senator J. B. 
Fernandes, incumbent Democratic Senator from Kauai, 
Mr. Manuel Aguiar, Kauai’s Democratic Candidate for 
Senator, and Mr. W. Leong, Democratic Party member. 
Mr. Barlow Hardy of the Garden Island News was 
present as reporter. 

President Cockett called the meeting to order at 8:05 
p.m. and presented the three Democratic Speakers, who 
covered their National, Territorial and Local party plat- 
forms. Nothing was mentioned however, concerning 
their stand, or the stand of their party on socialized 
medicine or any of its aspects. Senator J. B. Fernandes 
in concluding assured the members of his willingness to 
aid in medical matters during the next legislative session. 

It was moved, seconded and unanimously carried 
that the position of nutritionist on Kauai be maintained 
and more firmly established by incorporating it into the 
framework of official Territorial agencies as a duly ap- 
pointed Territorial position. The Kauai County Medical 
Society therefore goes on record herewith: 


(a) as appreciating the foresight of the Kauai Tuber- 
culosis Association in initiating and fostering the 
nutrition on Kauai by creating the position of 
nutritionist as a temporary test demonstration and 

(b) as favoring the establishment by proper legisla- 
tive authorities, of an official Territorial position 
for a nutritionist on Kauai. 
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Mr. O. B. Patterson, Executive Director of the Hawaii 
Medical Service Association explained and discussed the 
new medical service plan and its simplifications. 


7 7 7 


The regular meeting of the Kauai County Medical 
Society was held at the Kauai Inn, in Lihue, Kauai, 
T. H., on October 13, 1948. Members present were: 
Drs. Bickell, Boyden, Chisholm, Cockett, Fujii, Good- 
hue, Ishii, Kuhns, Mason, Wade and Wallis. Guests 
present were: Dr. Quisenberry, Chief of the Bureau of 
Venereal Diseases of the Territorial Board of Health, 
Mr. Howard West, Secretary of the Republican Party 
on Kauai, and Mr. Clem Gomes, Republican candidate 
for re-election as Territorial Senator. Mr. Michael Fern 
of the Garden Island News was present as reporter. 

President Cockett called the meeting to order at 
7:45 p.m. and presented the speakers. Mr. Howard 
West covered the National and Territorial platforms of 
his party. Following this, Mr. Gomes discussed So- 
cialized Medical Care, Compulsory Health Insurance 
and its disadvantages. Mr. Gomes went on record in 
his stand against socialized medicine, emphatically stat- 
ing, “that if elected, he would fight against the socializa- 
tion of medical practices.” 

The question of Dr. Harl’s membership was discussed. 
It was moved, seconded and carried that Dr. Harl be an 
Honorary member. This Honorary membership is to be 
retroactive to the time he last paid his dues. The 
Treasurer informed the members that Dr. Harl last paid 
his dues in full as an active member in 1946. 

Dr. Wilbar’s letter concerning his appreciation to the 
members of the Kauai County Medical Society in recom- 
mending the permanent establishment of a nutritionist 
as an official Territorial position on Kauai was read. 

Dr. J. M. Kuhns was appointed as Chairman of the 
Fee Schedule Committee for the Island of Kauai. 

Dr. Quisenberry of the Bureau of Venereal Diseases 
of the Territorial Board of Health discussed the in- 
cidence of venereal disease on Kauai. Dr. Quisenberry 
then explained and discussed the Hawaii Cancer So- 
ciety program. He mentioned that all monies col- 
lected in the Territory will be used in the Territory. The 
Island of Kauai will receive an allocation of funds to be 
expended on a Cancer Educational Program. Sugges- 
tions as to the best means to use this fund were dis- 
cussed. No action was taken however. 

Drs. Bickell and Ishii were appointed by President 
Cockett as Co-chairmen of the Kauai Cancer Committee 
of the Kauai County Medical Society. The Co-chairmen 
were requested to crystallize an adequate and satisfac- 
tory program for the expenditure of Kauai’s fund. 

It was moved, seconded and carried that the Secre- 
tary write a letter to the Kauai Sugar Planters’ Associa- 
tion concerning information and translation of Venereal 
Disease data to the Filipino employees on plantations. 
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A special meeting of the Kauai County Medical So- 
ciety was held on October 21, 1948 at the Wilcox 
Memorial Hospital in Lihue, Kauai, T. H., to discuss 
the proposed Territorial Fee Schedule. Members present 
were: Drs. Boyden, Cockett, Fujii, Goodhue, Ishii, 
Mason, Masunaga and Wallis. 

President Cockett called the meeting to order at 7:30 
p.m. The new fee schedule was discussed and com- 
mented upon. Following lengthy discussions, the mem- 
bers agreed on the new fee schedule providing the new 
fees will not embarrass the finances of the Hawaii 
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Medical Service Association. It was unanimously agreed 
that a comparison should be accurately determined by 
comparing the costs of this new schedule against the 
costs for medical services to the Hawaii Medical Service 
Association for the year of 1947. 


W. W. GoopuHugE, M.D. 
Secretary 


7 7 7 
MAUI COUNTY MEDICAL SOCIETY 


The September meeting of the Maui County Medical 
Society was held at the Maui Grand Hotel on September 
21, 1948. Following dinner, the meeting was called to 
order at 7:40 p.m. by the President, Dr. Kanda. The 
following members were present: Drs. Beland, Burden, 
Cole, Fleming, Haywood, Kanda, Kashiwa, H. Kushi, 
McArthur, Patterson, Rockett, Sanders, Shimokawa, 
Tompkins, Toney, Underwood and Wong. Guests were: 
Drs. Quisenberry and Ferkany. 

1. Treasurer's Report: Present bank balance $1,362.77. 
Outstanding debts—$728.00 owed to Territorial Associa- 
tion for special assessment. 

2. Report of Committees: 

a. Disaster Committee: Dr. McArthur stated that 
there had been no formal meeting of the committee. 
He discussed several ideas which he had in mind but 
which were not yet in proper shape for submission to 
either the Committee or the Society. These involved aid 
stations, dispersal points, etc. 

b. County Fair Committee: Dr. Fleming is making 
up a roster of all members of the Society with the time 
they will each be available for emergency work at the 
Fair grounds. 

c. Public Relations: In the absence of the Chairman, 
Dr. St. Sure, no report was submitted. 

d. Program Committee: Dr. Patterson reported that 
every effort had been made to bring Mainland doctors 
to Maui during the Pan-Pacific Surgical Congress for a 
scientific meeting. No cooperation was received from 
Honolulu so in the future the program committee will 
contact available doctors directly to assure their at- 
tendance at future scientific meetings. 

e. Cancer Committee: Dr. Cole reported that about 
$6000.00 had been collected on Maui but that no definite 
way had been decided upon to spend this money. Dr. 
Patterson suggested that some of this money might be 
made available to obtain the services of a pathologist 
for the Island. Dr. Quisenberry stated that the Cancer 
Committee was making plans for the use of the money. 
The plan includes the obtaining of recognized cancer 
specialists who will be sent to the various Islands to give 
lectures to the medical profession. 

3. Report of Councillor: Dr. Sanders reported that 
a Procurement and Assignment Committee had been set 
up by the Territorial Association for the procurement of 
medical officers in case of a National Emergency. It 
would be the duty of this committee to submit names of 
coctors who would be available for induction in case 
the medical profession was called upon to supply med- 
ical men and at the same time give the civilian popula- 
tion proper medical coverage. Each County Society is 
to elect a similar committee. The following doctors were 
elected to the Maui County Committee: Drs. Burden 
(Chairman), McArthur, Tompkins, Cole and Under- 
wood. 

Correspondence: 

1. A letter from the Territorial Association was read 
requesting that the County Society submit the name of 
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their outstanding general practitioner if they wished. 
This name would be considered in picking out the name 
of a doctor to be submitted to the National Association 
for the choice of the outstanding general practitioner 
in the Country. 

2. Letter from Dr. Batten requesting name of Maui 
doctor to be County Medical Society representative on 
the Territorial Cancer Committee. Dr. Cole was named 
as Maui representative. 


3. Letter from HMSA stating that members of the 
Pineapple Plan can only go to outside doctors for frac- 
tures, operations and delivery and have their bills paid 
by HMSA. 

4, Letter from the HMSA signed by Dr. Irwin re- 
questing that the HMSA not be included in the new 
fee schedule covering contractual relationships. If the 
HMSA has to pay under the new fee schedule they will 
have to go out of business or raise their rates to such 
an extent as to make the plan inoperable. The secretary 
was instructed to write to Dr. Palma asking for a 
clarification of the letter. 


5 5 7 


The Maui County Medical Society held a special 
meeting October 26 to discuss the new Contractual Fee 
Schedule of the Hawaii Territorial Medical Association. 
The following suggestions for changes in the galley 
proof were approved unanimously by the society. 

1) The Maui County Medical Society is in agreement 
with the first six changes in the schedule as proposed by 
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the Board of Governors of the Honolulu County Med- 
ical Society. 

2) We object to the seventh change feeling that it 
has no place in the fee schedule but that we approve 
the 20% withholding (Physicians’ reserve) which should 
be in a separate agreement with Hawaii Medical Service 
Association. i 

3) Life Insurance examinations should have a mini- 
mum charge of $10.00. Inasmuch as the insurance 
companies take risks of up to $2000 without any ex- 
aminations it is felt that the value of the doctors’ ex- 
amination in policies above this figure is worth at least 
$10.00 to the companies in decreasing their risk for these 
larger amounts. 

4) Veterans Administration Form 2545 which is eight 
pages long should carry a minimum charge of $10.00. 

This society would like to have several other items 
clarified for their information. 

a) Under Deliveries there is an entry “Normal—in- 
cluding episiotomy and forceps—$150.00.” Are we to 
interpret this as meaning that a multipara who delivers 
a baby without the need for episiotomy and forceps is 
also to be charged $150.00? There is no listing for a 
normal spontaneous delivery. 

b) Under Abdominal Surgery the Unit Value for an 
esophagoscopy is $50.00. Under Ear, Nose & Throat 
an esophagoscopy is listed at $100.00. Since in either 
case the examination is done, or should be done, by a 
specialist we feel that the charge should be the same 
in both cases. 

EDWARD B. UNDERWOOD, M.D. 
Secretary 











BOOK REVIEWS 





Insects of Hawaii. 


Volumes 1-3. By Elwood C. Zimmerman. 206 
pp. Price $3.50. 


University of Hawaii Press, Honolulu, 1948. 

It requires a lot of nerve, or some substitute for it, for 
a physician to review a technical treatise on entomology. 
I agreed to do it, not that I thought I was better qualified 
in the subject than any other physician, but because I 
enjoyed reading Volume I so much that I felt it was 
likely that many other physicians would enjoy it equally. 
Skipping, of course, must be done judiciously, because 
the sections on the technical botanical aspects of the 
flora of Hawaii and the technical aspects of the insects 
of Hawaii are no places for any physician to intrude. 
The balance of the first volume, which is devoted in the 
broadest way to the natural history of these Islands, was 
to me of absorbing interest. Even the least reflective 
individual must have, from time to time, wondered how 
plants and animals arrived in these Islands in the first 
place. Here in this book for the first time do I find a 
sensible, rational, unopinionated discussion of this sub- 
ject which appears to me to be the best I have ever 
seen. Even for a person with no interest whatever in 
entomology the book reads as pleasantly as most novels. 

I am confident that the technical aspects of the re- 
maining volumes, which will be beyond my ken, will 
be potentially of the greatest usefulness to those per- 
sons who need accurate and detailed knowledge of the 
types of insects found here and are required from time 
to time to identify them. The book belongs in the 
library of every scientific organization. 

Volume 2 has among much purely non-medical ma- 
terial an exhaustive description with drawings of all 
the lice known in Hawaii, and a discussion of them as 
vectors of disease and of repressive measures against 
them. Volume 3 has a similar article on the rubro- 
fasciate triatoma or kissing bug. 

It becomes apparent that this series of books will 
always be most useful in the study of any problem in 
which insects are an important factor. This means, of 
course, that every reference library in Hawaii needs 
them since insects are likely to be a factor in almost 
any sort of problem. 

H. L. ARNOLD, M.D. 


Twentieth Century Speech and Voice Correction. Edited by Emil 
Froeschels, M.D. 321 pp. Price $6.00. The Philosophical Library, 
Inc., New York, 1948. 


This book reviews the pioneering efforts of many 
workers in a very controversial field. The lack of an 
accepted and well organized body of fact and opinion in 
the field of speech pathology and treatment makes a 
symposium such as is recorded in this volume a 
peculiarly appropriate method of surveying the field. 
Recent trends are covered in different areas by different 
and often disagreeing authorities. The reader, however, 
should be acquainted with these divergent opinions and 
approaches incidental to the new developments in this 
field. As yet there has been very little crystallization of 
the generally accepted fact and opinion. The quality of 
each chapter’s contribution varies and would have to be 
discussed individually. 


While this entire book suffers from a lack of sys- 
stematization and organization, this is but a reflection 
of the condition of the entire field of speech and voice 
correction today. Hence, the rather complete coverage 
of nearly every controversial aspect of the pathology and 
treatment of speech disorders in this symposium volume 
performs a valuable service and gives the psychologist, 
neurologist, psychiatrist and speech therapist a valuable 
source book for the latest developments in this field. 

JOHN G. LYNN IV, M.D. 


Practice of Allergy. By Warren T. Vaughan, M.D. Second Edition. 
Revised by J. Harvey Black, M.D. 1092 pp. with 310 illustra- 
tions. Price $15.00. The C. V. Mosby Company, St. Louis, 1948. 
An excellent, well edited, second edition of an already 

comprehensive and very popular book on Allergy. Dr. 

Vaughan’s original volume, written in characteristically 

clear, concise style with meticulous care to the minutiae 

of detail of the subject, and so reminiscent of his illus- 
trious father’s writings, has been one of the volumes of 

choice with teachers of the subject of allergy. Dr. J. 

Harvey Black has maintained the quality and flavor of 

Dr. Vaughan’s original book which made it so popular 

with the profession. Several sections, although revised in 

keeping wtih newer ideas of theory and therapy, have 
nevertheless retained Dr. Vaughan’s opinions where ad- 
vances have shown these to be still acceptable. Several 
chapters have been completely recast, including “Fungus 

Infections With Associated Allergy” and “Determina- 

tion of Vital Capacity.” These revisions, representing 

the latest concepts of the subjects, have added greatly to 
the value of the book for the specialist as well as the 
general practitioner. This book is one which should be 
used as a ready reference by all physicians who manage 
allergic patients. 

TELL NELSON, M.D. 


Principles Governing Eye Operating Room Procedures. By Emma 
I. Clevenger, R.N. 215 pp. with illustrations. Price $5.50. The 
C. V. Mosby Company, St. Louis, 1948. 

“At last the ophthalmic surgeon and his nurses who 
are intrusted with the care of his instruments have an 
authoritative book arranged for ready reference.” So 
writes Dr. Conrad Berens in the foreword of this timely 
treatise which fills a long felt need in the ophthalmic 
operating room of any general hospital. 

The systematic and thorough discussion of surgical 
instruments, electrical and sundry equipment, hypoder- 
mic needles and syringes, sutures, dressings, drugs, 
linens, gloves, supply and instrument tables, employed 
during practically all types of eye operations, leaves 
little to the imagination, and provides the nurse in 
charge with a dependable guide in both routine and 
emergency procedures. The numerous photographs are 
clearly labeled and are easy to interpret. It is hoped that 
they will be of aid in solving the mystery that heretofore 
seemingly shrouded the armamentarium of the ophthal- 
mologist. 

The few omissions are undoubtedly due to the 
author’s desire to accurately reproduce the requirements 
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of the attending surgeons at the New York Eye and 
Ear Infirmary. For a community like ours, where oph- 
thalmological thinking represents teachings from many 
parts of the country, it would have been more expedient 
to include a wider variety of instruments for the various 
types of operations. For example, under the classical 
cataract extraction it would seem desirable to include 
an anterior chamber irrigator; under dacryocystorhi- 
nostomy, the use of a flexible narrow “brain” retractor; 
for diathermy for detached retina, a trephine; etc. 


WILLIAM JOHN HotMEs, M.D. 


Zinsser’s Textbook of Bacteriology. Revised by David T. Smith, 

.D. and Donald S. Martin, M.D., M.P Ninth Edition. 

992 pp. Price $10.00. Appleton-Century-Crofts, Inc., New York, 
1948. 


The volume is the ninth revised edition of the long 
recognized standard textbook of bacteriology by Hiss 
and Zinsser, the eighth edition having been revised by 
Stanhope Bayne-Jones. 


The format of this book and the numerous photo- 
micrographs and illustrations through the use of well- 
organized tables, are excellent. : 

The volume is naturally written primarily from the 
point of view of the medical student. The public health 
aspects are brought to the student’s attention by an 
introductory statement as each disease is considered. 

A significant feature of the volume is the frequent 
reference to very recent articles in the literature, many 
of the references listed at the end of each chapter being 
concerned with papers published during the years 1947 
and 1948. 

The rapid developments which were made, during 
and since World War II, in the fields of antibiotics, 
bacteriology of the enteric diseases (particularly sal- 
monellosis and shigellosis) and the bacteriology of 
fungus infections are especially well presented. 

The section on technical methods is adequate but the 
student should naturally supplement this by reference 
to texts that are designed exclusively to this phase of 
microbiology. 

The textbook is a valuable contribution to the field of 
bacteriology. 

Max LEVINE, Ph.D. 


Medical Writing. By Morris Fishbein, M.D., with the assistance 
of Jewel F. Whelan. Second edition. Price $4.00. 292 pp. The 
Blakiston Company, Philadelphia and Toronto, 1948. 


This handsome and somewhat expanded version of 
Dr. Fishbein’s valuable treatise on medical writing 
should be read with care by every budding medical 
writer, and might be read with profit by a few of those 
who have passed the budding stage. It is full of useful 
information about how to write an acceptable medical 
paper, by a man who has accepted and rejected more 
medical manuscripts than almost any other editor living. 
He knows what is good about good papers and he knows 
what is bad about bad ones, and he knows how to tell 
the reader these things. 

Medical writers who aren’t serious about their work 
but want to indulge in it occasionally anyway should 
use the book as a handbook to help them make their 
occasional efforts as editorially acceptable as possible, 
or at least have it available for their secretaries to 
accomplish this. 

It’s worth owning, if you write no more than a paper 
every year or two. 


Harry L. ARNOLD, JR., M.D. 
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Textbook of Pharmacology and Therapeutics. By Harold N. 
Wright, M.S., Ph.D., and Mildred Montag, R.N., M.S., Fourth 
Edition, illustrated. 720 pp. Price $4.00. W. B. Saunders Com- 
pany, Philadelphia and London, 1948. 

This is the first completely post war text on pharma- 
cology to come to the attention of this reviewer, and as 
such will be welcomed by both student and teacher of 
this subject. Physiology, though a scientific discipline, 
is so fluid in its development that the passage of but a 
few months brings important new developments which 
no teacher can overlook, but with which no publisher 
can afford to keep pace. For example, procaine peni- 
cillin is a dosage form which has taken over about 80 
per cent of our use of this essential antibiotic, yet which, 
in both its oil and aqueous suspensions, has come on 
the scene too recently to be included in this text—just 
five months off the press. This difficulty in keeping 
abreast of a rapidly growing science makes one conjec- 
ture how long it will be before some publisher brings 
out a text in loose leaf form which could, with a mini- 
mum expense, be kept as current as your latest notifica- 
tion of price increases. 

Gratifying recognition is given to the great advances 
made in some particular fields of chemotherapy, notably 
in the use of the antibiotics, penicillin, streptomycin, 
tyrothricin, bacitracin, and others; a new evaluation of 
the sulfonamides since the introduction of the anti- 
biotics; the increasing importance of knowing causative 
organisms involved in chemotherapy; the development 
of numerous antihistaminic compounds resulting from 
an increased understanding of drug competition in es- 
sential enzyme systems—a mechanism which explains, 
also, the action of dimercaprol (BAL) in heavy metal 
poisoning, and the chemotherapeutic action of both the 
sulfonamides and the antibiotics. Kudos is given also 
to the new synthetic substitutes for morphine; the use of 
curare as a relaxant in anesthesia as well as in spastic 
states; the beginnings of chemotherapy in neoplastic 
disease, and the brighter outlook in the chemotherapy of 
leprosy. In this last connection we note a gross error 
in the incidence of leprosy, quoted as 4000 for Hawaii 
and 16,000 for the Philippine Islands. July statistics 
from the Board of Hospitals and Settlement give the 
present figure at 400 cases, which figure includes 180 
“paroled” or bacteriologically negative cases. It is doubt- 
ful if the figure for Hawaii ever reached half of the 
asserted number, even when case finding was notoriously 
inadequate and the settlement at Kalawao “held” (if it 
did not house) between ten and eleven hundred patients. 

The only other exceptions this reviewer takes are both 
matters of omission, and it would be hard to please 
every one in this respect; however, it seems strange that 
BAL (dimercaprol) was considered important enough 
to receive special mention in the foreword as a dis- 
covery of significance, yet in the body of the text it 
receives only one line in connection with the use of 
arsenicals in the treatment of syphilis, and no mention 
at all in the chapter on toxicology, though they deal 
specifically with poisoning due to heavy metals. The 
other inclusion I would have suggested is the nitro- 
furans, which are looming larger on our horizon in the 
treatment of surface infections, having replaced to a 
considerable degree both the sulfa and penicillin oint- 
ments for this purpose. 

The format of the book is good; the type readable, 
gtade of paper excellent, and illustrations modern and 
adequate. Two or three of the reproductions of derma- 
tological conditions would have been much more telling 
in colored than in black and white photography, but this 
is a minor defect. 
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I feel that this is one of the best approaches yet made 
to the subject of pharmacology for the student nurse 
and the graduate who hopes to keep pace with the 
developments in her profession. 


Sr. WALTER DAMIEN, R.N. 


Case Studies in the Psychopathology of Crime. B 
M.D. Volume 3, 834 PR: Volume * 875 pp. 
Medical Science Press, ashington, D. C., 1948. 


Ben Karpman, 
rice, not given. 


These volumes are a continuation of the same sort of 
painstaking, detailed psychiatric case studies of various 
sorts of criminals that were found in the first two 
volumes. There is also a defense, by the author, against 
numerous criticisms of his approach and method. The 
book should certainly be of interest to psychiatrists, and 
perhaps of even greater interest to criminologists and 
penologists. 

Harry L. ARNOLD, JR., M.D. 


Treatment of Heart Disease. By William A. Brams, M.S., M.D., 
Ph.D. 195 pp. Price $3.50. W. B. Saunders Company, Philadel- 
phia and London, 1948. 

In this book the author offers a definite, concise pro- 
gram for the management of heart disease and its com- 
plications. The therapeutic pattern used follows ac- 
cepted and tried procedures without going into any dis- 
cussion or evaluation of other forms of therapy. This 
didactic treatment of the subject makes it excellent for 
quick reference. The chapter on the pharmacological 
action of drugs is particularly good. References are 
well chosen. 

H. C. GotsHak, M.D. 


Standards for the Diagnosis and Treatment of Cancer. By The 
Cancer Committee of the Iowa State Medical Society. 160 pp. 
Price $1.00. Athens Press, Iowa City, Iowa, 1948. 

This book is a “Cancer Manual” for practicing physi- 
cians. It is the second edition of a similar compendium 
which was published in 1937 for the physicians of Iowa. 
It proved to be so popular at that time that it was dis- 
tributed to the doctors of several states. In this new 
edition, the developments of the past eleven years in 
cancer diagnosis and treatment are presented. 

The basic elements in cancer control are presented 
very well. A three point cancer program centered around 
the family physician is outlined. This consists of (1) lay 
education in the early symptoms and signs of cancer, 
(2) improved undergraduate and postgraduate profes- 
sional education in standard methods of diagnosis and 
treatment of cancer, (3) provision of adequate diag- 
nostic and treatment facilities for all persons who have 
or are suspected of having cancer. 

Brief mention is made of the extent of the cancer 
problem and all statistics are presented in a painless 
manner. The parts which may be played by the three 
agencies concerned, namely: the lay cancer society, the 
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medical society, and the health department, in solving 
the cancer problem, are indicated in passing. 

The busy practicing physician should receive consider- 
able assistance from this manual. It presents most of 
the latest developments in the diagnosis and treatment 
of cancer by specific location in the body including in 
a limited way such new diagnostic aids as the cytologic 
technique as developed by Papanicolaou and his co- 
workers. It would require many hours of diligent 
reading to glean the material presented here from text 
books and medical literature. 

WALTER B. QUISENBERRY, M.D. 


Preoperative and “es qo Care of Surgical Patients. By 
Hugh C. Ilgenfritz, A.B., D., F.A.C.S. 898 pp. Price $10.00. 
The C. V. Mosby ioe ‘St. Louis, 1948. 


The magnitude of Dr. Ilgenfritz’ book first of all 
emphasizes a fact that should be well appreciated by 
every surgeon, namely, that the technical aspect of 
surgical treatment actually comprises but a small por- 
tion of the total service rendered the patient. Further, 
in evaluating the broad aspects of management for any 
surgical problem, it may be considerably more important 
for the surgeon to apply the principles of corrective 
dietary therapy, decompression of an obstructive colon, 
or relief of pain and anxiety, than to have used skin 
towels or to have aseptically anastomosed the intestine 
during an operation. 

In my opinion this book is the finest treatise covering 
surgical care to date. It is comprehensive and complete, 
and certainly the most recent. The author has embodied 
several experimental physiological principles which were 
first described less than one and one-half years ago. 
The chapters on fluid and electrolyte balance, nutri- 
tion, metabolism and chemotherapy are outstanding. 
Complete physiological and biochemical principles are 
provided to clarify and support the sound practical sug- 
gestions in treatment offered. 

The material in this book is basic and anyone assum- 
ing the responsibility of rendering adequate surgical 
treatment should have working knowledge of all the 
information within its covers. I unreservedly recom- 
mend it. 

V. C. Waite, M.D. 


Sexual Behavior in the Human Male. By Alfred C. es Wardell 
B. Pomeroy, and Clyde E. Martin. 804 pp-, 173 charts, 159 
= Price $6.50. W. B. Saunders Co., Philadelphia & London, 
This book is an exhaustive, or nearly so, analysis of 

the replies made by a few thousand men to a question- 

naire designed to investigate their sexual behavior. It is 

not of any special value to the practicing physician. A 

poem published not long ago in Time commented upon 

The Report most trenchantly; it ended, as I recall, 
“Did Man, who wrote the Song of Songs, write that? 

Oh, God! Oh, Kinsey! Oh, Jehoshaphat!” 
Harry L. ARNOLD, JR., M.D. 
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On March 24, 1943, I talked to Dr. William 
H. Wynn. Dr. Wynn stated that he was making 
rounds early on the morning of December 7, 
1941, and had been told at Kapiolani Hospital 
that the city was under attack, but like many dis- 
counted it. He went to St. Francis and then to 
Children’s Hospital, and while he was there three 
badly wounded children were brought into the 
hospital. He then proceeded to Queen’s Hospital, 
where he was told on the steps of Queen’s Hos- 
pital, by someone that had talked to Dr. Hodgins, 
about the attack at Pearl Harbor. He proceeded 
to his office and awaited call to a point of need. 
However, no call came, and about 1:00 o'clock 
he gathered together the assistants at his office, 
namely Mrs. Hazel Matson, Mrs. Peggy Haglund, 
Miss Truslow and a male nurse, Jerry Owens, 
who had formerly been a medical corps man in 
the Army. With these four people he drove to 
Tripler General Hospital, where he reported for 
duty. 

He was assigned to surgery and worked in the 
major surgery until 11:00 p.m., at which time 
they had just about cleared out all the major cases. 
So far as he knows, the minor work was done on 
the wards. He stated that they had to borrow 
scissors back and forth from one table to another; 
that there was an inadequate and improper type 
of suture material; that about all the suture ma- 
terial they had was No. 2 chromic catgut. He 
worked in the bottoms of a pajama suit without 
any top, and the last two or three hours there 
were no gloves. He threw alcohol over himself 
and was fortunate to have a rag tied around his 
head as a mask. The former hospital corps man, 
who was an anesthétist, helped him at the surgical 
table. He saw no Army surgeons in surgery {this 
was in accordance with plans already made.—Ed. } 
and he stated that all patients who came up were 
tagged, and X-rays came with them—but this 
system broke down towards the last. He stated 
that there was some Major in charge of sorting 
the patients as they came into the hospital, and 
that the regular Army doctors were out doing 
field care, and that the wounded had received 
proper field care. 

He said the operating rooms and the equip- 
ment were inadequate to take care of a hundred 
men, let alone the number of patients that were 
dropped on Tripler Hospital that day. He said 


that the instruments they had were about the 
equivalent of the dissecting sets which they had 
when in medical school. 

When he went out he took with him about 5 
lbs. of sulfathiazole, but the drug ran out. The 
Army usually uses iodine for the preparation of 
the wounds, and this stains the dead tissues very 
well. About half of the patients that he needed 
plasma on were able to obtain either plasma or 
blood, and there was not enough help at the hos- 
pital. He stated there were three men working 
in each surgery; that when he first went out Dr. 
Penz and Dr. Batten were working in the same 
room with him, and after they had finished some- 
one else took it up, and there was Dr. Cooper and 
himself and the third party working in their 
room. He said there were no plaster supplies and 
no splints obtainable. 


“I have read the above report of my conversa- 
tion, and it is true to the best of my knowledge 
and belief.” 

Wa. H. Wynn, M.D. 


* * * 


On March 9, 1943, I interviewed Dr. Fred- 
erick F. Alsup. Dr. Alsup stated that on the 
morning of December 7, 1941, about 7:30 in the 
morning, he went to his new home in Woodlawn 
from their beach place. The first that he was 
aware of the attack was when he saw the burst 
of anti-aircraft shells. He then went to the home 
of a friend, Mr. Henry Davis, on Spencer Street, 
where he met Mr. Davis and Mr. Davis’ son-in- 
law, who was a military officer (he does not re- 
member the service). Dr. Alsup asked the officer 
what was going on, and he stated that it was a 
practice raid, and then remarked, “They're mak- 
ing it pretty real.’’ Shortly thereafter they saw 
some strange planes come in over the mountains 
from -Waimanalo direction, pass over Diamond 
Head and turn toward Pearl Harbor (he believes 
they were yellowish in color) which the officer 
identified as not belonging to the American 
forces. The officer still insisted that it was a 
practice affair well camouflaged, for, said he, “If 
it was a real attack they would have sent for me.” 
Just at that moment two soldiers drove up in a car 
and called for him. 

About that time a friend of his, Allan Davis, 
called up and told them that Pearl Harbor was 
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being bombed. He immediately proceeded to 
Queen’s Hospital and met Dr. Jesse Smith in 
front of the Hospital, who told him that he was 
wanted at Tripler General Hospital. He got in 
Dr. Smith’s car and they drove to Tripler Gen- 
eral. They were directed to the operating rooms 
by a Major, where they found some Army doctors 
already working on the wounded. The corridors 
were filled. He was assisted by a Lieutenant whose 
name he does not remember. He stated that he 
had good anesthetists throughout the day, and 
that they had an anesthetist who was very good at 
intravenous anesthesia. He stated that he always 
had two nurses, and that he ran short of no equip- 
ment except when he asked for Thomas splints to 
transfer the compound fractures to the ward. He 
states that he took care of all types of cases ex- 
cept head injuries. 

He remembers one man whose hip was blasted 
by shrapnel [i.e., shell fragments——Ed.} which 
finally lodged on the other side. One man had 
his leg shot off at the hip; they were able to stop 
the hemorrhage and give him a transfusion, but 
the man died. He recalls one officer who had his 
thigh badly mangled, and he worked on this case 
while Dr. R. O. Brown worked on wounds on 
the same case. When he called for a Thomas 
splint there was none, and two of them had to 
hold the leg in place until they got him to the 
ward. At one stage he ran across a case in which 
the ureter had been shot in two, and Dr. Brown 
took over the case and he went to take care of a 
wounded leg. He remembers a number of smaller 
wounds—one was a penetrating wound of the 
calf; he drew a strip of iodoform gauze through 
the wound and rubbed it back and forth, and then 
put iodine on the gauze and again rubbed it back 
and forth. One man who had a flesh wound of 
his arm whom he cleaned up and sewed up, asked 
him for his name and was profuse in his thanks 
to doctors and nurses for the very nice way he 
had been treated. This was the only instance of 
this sort. The men generally said nothing. One 
Lieutenant remarked that he ‘‘sure would hate to 
lose that leg.” He stated that no patients com- 
plained of having to wait, but that there was one 
man with a shattered shoulder being operated on 
on the table next to him without an anesthetic, 
and the patient screamed with pain. At the same 
time he was taking care of a more seriously 
wounded man, and this patient said, “I don't 
mind all these things but that gets me’’—referring 
to the screaming. 

He stated that the Army men downstairs and 
upstairs in the corridor handled things extremely 
well. All cases were brought in by Army per- 
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sonnel, and he did not have to move any of the 
patients himself. He said he probably didn’t 
need as many instruments as many men seemed 
to think they needed—probably because of the 
fact that he had had war experience during the 
last war and had become accustomed to using few 
tools. He doesn’t know how many cases he 
handled, but he feels in looking back that he, in 
common with all the other men, tended to over- 
estimate the number of cases which he did. He 
does not believe that he took care of over ten or 
fifteen more or less major cases, and perhaps an 
equal number of minor cases. 

He remained at the hospital until about 7:00 
p-m., when he returned home. He remained there 
until about 9:00 p.m., when he was called and 
asked to come back. He started back at about the 
time of the second air raid alarm and was de- 
tained at Waikiki for some time, so that he did 
not reach Tripler until about 11:00 o'clock. He 
then took care of three cases, and left Tripler 
General Hospital about 3:00 a.m. on the 8th, 
and then returned home, taking Dr. Jesse Smith 
with him in his car. They were stopped and in- 
vestigated on the way home from the hospital, 
particularly since they had no pass to be out at 
that time of night. 

He stated that Dr. Jesse Smith had been at 
Tripler Hospital most of the day, and did him 
a very good turn by going to find out whether 
or not his family at Diamond Head had been 
injured. This was probably about the middle 
of the afternoon, and of course Dr. Alsup had 
not heard what had happened in other sections 
of Honolulu. When he left the Hospital the 
first time about 7:00 p.m. Dr. Smith introduced 
him to Colonel King. He had not met him be- 
fore, and stated his greeting was very cordial. 
He was on duty when Dr. Alsup left the Hospital 
the second time about 3:00 a.m. 


“I have read the above report of my conversa- 
tion, and it is true to the best of my knowledge 
and belief.” 


F. F. Atsup, M.D. 


* * * 


On February 19, 1943, I talked to Dr. S. 
Clifton Culpepper. Dr. Culpepper stated that on 
the morning of December 7, 1941, he was at 
home, and that his office called him about 9:30 
and told him that he was being called by the radio 
to go to Tripler General Hospital. 

He proceeded to Tripler General Hospital and 
reported to the surgeon in charge, name unknown. 
He was informed that they had enough surgeons 
and for him to go to one of the wards and help 
clean things up, and to select the proper men to 
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go to surgery and to x-ray. He stated that he 
had nothing to work with on the ward; that Dr. 
Eugene W. Mitchell came down to his office and 
got some instruments and a certain amount of 
drugs, as the only thing they had at Tripler Gen- 
eral Hospital was iodine, morphine and tetanus 
anti-toxin. There were no dressings on the ward, 
and the ward boys [corps men?} and outsiders 
were tearing up sheets and rolling bandages. 
When Dr. Mitchell returned he and Dr. Cul- 
pepper fixed up a surgery in a small room near 
their ward. They blanketed the windows and 
hung a blanket around the light in order to re- 
duce any light that might get through. They were 
left entirely on their own. He stated that an 
occasional Army surgeon came by and asked if 
there was anything he could do. 

He stated that they had no plasma at any time, 
and none was given on his ward while he was 
there. He stated that most all of the surgery that 
was done on the ward was the removal of pieces 
of shrapnel. They had a few compound ferac- 
tures, and these they arranged to have x-rays. The 
compound fractures were then sent on to sur- 
gery. He took care of no penetrating abdominal 
wounds. He recalled one man who stated that he 
had been standing about twenty feet from a two 
or three foot brick wall, when a small Japanese 
bomb exploded just on the other side of the wall. 
The man was completely deaf, complained of 
pain in his chest, was in shock, and had all his 
hair blown off. There was no otoscope so Dr. 
Culpepper could not determine if his ear drums 
were ruptured. He could not find the cause of 
the man’s complaints. He stated that he put in 
probably about twenty sutures during the day 
and took out about fifty; that someone, he didn’t 
know who, had taken care of a compound frac- 
ture of the arm and had the skin nicely sewed up. 
He opened up the wound and cleaned it out, im- 
planted some one of the sulfa drugs, and ordered 
sulfa drugs on this man and every other man on 
his ward for the first twenty-four hours. 
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They continued to do this work until about 
7:30, when five or six doctors went down to the 
supply depot where they were able to get knives, 
scissors, basins, dressings, bolts of gauze, etc. 
At 8:00 p.m. he was asked to relieve in the sur- 
gery, and he remained in surgery doing the rou- 
tine work until about 2:30 a. m., when he re- 
turned to his ward where he remained till about 
7:30 or 8:00 o'clock on the morning of the 8th. 

He stated that three or four chest wounds were 
brought to the surgery while he was working in 
surgery, all of which had been well handled, and 
it was his feeling that they should not have been 
sent back to surgery. They apparently had been 
taken care of in the wards. Most of the chest 
wounds had been caused by machine gun bullets 
rather than shrapnel. He mentioned his feeling 
that it was unnecessary to change these dressings 
to some Army officers, but they stated that they 
felt it was better to have them looked at by the 
surgery and let the surgery take the responsi- 
bility. 

In the morning when he went down to go home 
he found one of his tires flat and was rather pro- 
voked, feeling that somebody had let the air out 
in order to be sure to keep the civilian doctors 
at the hospital. He was informed that the flat 
tire was caused by an American machine gun 
bullet, and when he examined his car he found 
it had seven holes in it caused by other bullets. 
This made him feel a bit better. He went home 
in the morning and returned some time there- 
after, asking about the dressings, and was told 
that the patients were all in good shape, and he 
never saw them again. Monday evening he came 
back to stand watch as requested, but was sent 
home about 11:00 o'clock in the evening in a 
truck, as he would not drive. 


“IT have read the above report of my conversa- 
tion, and it is true to the best of my knowledge 
and belief.’ 


S. CLIFTON CULPEPPER, M.D. 





NOTES AND NEWS 





Dr. Ching Tung Liu has recently opened an of- 
fice for the practice of neuro-surgery at 1311A 
Kalakaua Avenue. Among his varied and most 
interesting experiences in the field of medicine we 
submit the following brief resume: Dr. Liu grad- 
uated from the Peiping Union Medical College, 
China, in 1938, and then served four years in the 
Chinese Red Cross with a Field Ambulance Unit 
attached to the Chinese Army. He was caught by 
the war and served two years as a colonel in the 
Medical Corps of the Chinese Army in the field, 
and for a short time he served under General Stil- 
well in India. Lack of facilities and knowledge 
in the treatment of head and nerve injuries in the 
army led Dr. Liu to seek further training in this 
field. Accordingly, in 1944 he became a contract 
surgeon to the First Service Command at Boston, 
Mass., and was assigned to the Cushing General 
Hospital under Dr. William P. van Wagenan. He 
then spent a year as resident surgeon on the neuro- 
surgical service at the Massachusetts General Hos- 
pital under Dr. James White, during which time 
he and Dr. White wrote a paper on epilepsy. He 
next spent six months at the Lahey Clinic under 
Dr. Gilbert Horrax, and finished his training with 
a year’s residency at the Graduate Hospital of 
the University of Pennsylvania under Dr. Robert 
A. Groff. 

Dr. George Tyau has resumed his practice after 
an extensive trip to the mainland. While away 
Dr. Tyau spent three days at the A.M.A. conven- 
tion in Chicago, made a short visit to his alma 
mater, Jefferson Medical College, and then took 
his family for an extended tour of the mainland 
for rest and relaxation. They visited the east coast, 
New England, Canada, and across Canada to Vic- 
toria, then down the west coast to San Francisco— 
all by automobile. The doctor regrets that because 
of the strike he had to leave his new car on the 
dock at a west coast port. 

After a five years’ absence from the islands Dr. 
Richard C. Durant has reopened an office in the 
Young Hotel building for the practice of general 
surgery. While away and in the Naval Service he 
spent two and one half years at sea as Senior 
Medical Officer of the U.S.S. West Point (for- 
merly the “ America’) and covered nearly 300,000 


sea miles. On his last tour of duty he spent nine 
months as Chief of Surgery at the U.S. Naval 
Hospital, United States Naval Academy, Anna- 
polis, Md. 

Dr. Thomas Mar has recently opened an office 
at 43 South Kukui Street for the practice of 
Pediatrics. Dr. Mar graduated from Iolani before 
attending the University of North Dakota, and 
the University of North Dakota Medical School. 
He graduated from New York Medical College in 
1940, and had a rotating interneship at North 
Hudson and Margaret Hague Maternity Hospitals. 
He then entered the U.S. Army Medical Corps 
and was assigned to a tank unit which spearheaded 
the fall of Bizerte and the invasion of Italy at 
Salerno. Following the war he did graduate work 
in pediatrics at the New York Medical College, 
and then spent a year at Queen’s General Hospital, 
Long Island. Dr. Mar is married and has one off- 
spring. 

Dr. H. S. Dickson has just returned from a trip 
to the mainland which was ‘‘purely for rest and 
relaxation.” He spent most of his time at Sun 
Valley, Idaho. 

Kuakini Hospital announces the arrival of three 
new women internes on their staff, Dr. K. Shita- 
moto, formerly of Lahaina, Maui; Dr. F. Yasuda, 
of Hamakua, Hawaii, and Dr. S. Uyeda of Hono- 
lulu, all graduates of Tokyo Women’s Special 
Medical College. Dr. S. Cholst of Long Island, 
New York, a graduate of Long Island Medical 
College in 1948, is also a new interne at Kuakini. 
He plans to specialize in psychoanalysis. 

Dr. Dana Foster Richards, an interne at Queen’s 
Hospital, will join Kapiolani’s resident staff offi- 
cially on February 1, 1949. 

The Queen’s Hospital has added Dr. Wallace 
E. Chin, a native of Honolulu, to the interne staff. 
He is a graduate of the College of Medical Evan- 
gelists, in Los Angeles, in 1948. Joining their 
resident staff is Ds. Chew Mung Lum, a native of 
Honolulu, who is assistant resident in medicine. 
He is a graduate of the Northwestern University 
School of Medicine in 1947 and interned at the 
Wesley Memorial Hospital, Chicago. 

The St. Francis Hospital now has the following 
additional members on the interne staff: Dr. 
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Sydney T. Fujita, of Kauai, a graduate of the 
Temple University Medical School, Philadelphia, 
in 1948; Dr. Robert John Steinborg, a graduate of 
the Emory University Medical School, Atlanta, 
Georgia, in 1948, and Dr. William P. Murphy, 
Jr., a graduate of the University of Illinois, in 
1947. Additions to the rotating resident staff are: 
Dr. Jerome Peacock, a native of Honolulu, who 
is a graduate of the Cornell University Medical 
School in 1946 and interned at the Bellevue Hos- 
pital, New York City; Dr. Stanley M. Saiki, who 
is a graduate of the Temple University Medical 
School and interned at the St. Joseph Hospital, 
Philadelphia. This was followed by a surgical 
residency at this hospital. Dr. Alpha Bailey Bald- 
win, a graduate of Creighton University School of 
Medicine in 1947, served her interneship in the 
Children’s Hospital, San Francisco, before j pong 
the St. Francis resident staff. 


Dr. Harold T. Kimata, a native of Kauai, has 
opened his office in Honolulu for the practice of 
ophthalmology and otolaryngology. He is a grad- 
uate of the University of Hawaii and of the 
University of Louisiana School of Medicine in 
1936. He took graduate training in his specialty 
at the New Orleans Eye, Ear, Nose and Throat 
Hospital as well as at his University. During his 
service in the Army he served as chief of the Eye, 
Ear, Nose and Throat Department at the 305th 
Station Hospital and later with the 216th General 
Hospital in Europe. He was discharged from the 
Army in 1946 with the rank of Captain. Dr. 
Kimata has been certified as a specialist by the 
American Board of Otoiaryngology and is a Fel- 
low of the American Academy of Ophthalmology 
and Otolaryngology. 


Dr. John Kometani, a native of Honolulu, has 
returned to open his office for the practice of 
pediatrics. He is a graduate of the University of 
Minnesota School of Medicine and practiced in 
Honolulu for a number of years before returning 
to New Orleans to specialize. There he completed 
twenty-six months of training at the Tulane Uni- 
versity as a fellow in pediatrics and later as an 
instructor. He has been certified by the American 
Board of Pediatrics. 

Dr. H. Joseph Simon, of Honolulu, has opened 
his offices for the practice of psychiatry and 
neurology. He is a graduate of the University of 
Colorado in 1943, and interned at The Queen’s 
Hospital. After a year as psychiatric resident there 
he practiced with Dr. William Bergin, at Pepee- 
keo, Hawaii. He has completed three years of 
graduate training in his specialty on a Common- 
wealth Fund Fellowship at the Colorado Psycho- 
pathic Hospital, Denver, under Dr. Franklin G. 
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Ebaugh. Dr. Simon is a member of the American 
Psychiatric Association. 

Dr. and Mrs. John W. Devereux, of Honolulu, 
have returned from an extended mainland visit, 
where Dr. Devereux visited at the Mayo Clinic, 
Rochester, Minnesota and hospitals in Ann Arbor, 
Michigan and Chicago. He also visited the Atomic 
Energy Project at Oak Ridge, Tennessee. 


Dr. Teru Togasaki, a native of San Francisco, 
has opened her offices in Kaimuki, Honolulu, for 
the general practice of medicine and surgery. She 
is a graduate of the University of California Med- 
ical School, in San Francisco, and has taken resi- 
dent training at the Triboro Hospital for Chest 
Diseases, Long Island, N.Y. She has recently 
served an eighteen months’ rotating residency at 
the St. Francis Hospital, Honolulu. Previously 
she practiced in Sacramento, California. 

Dr. Clifford K. Kobayashi of Paia, Maui, has 
opened his office in Honolulu, for the practice of 
pediatrics. His pre-medical education was received 
at the University of Hawaii and the University of 
Iowa where he received his M.D. degree in 1944. 
He served his interneship at The Queen’s Hospital 
and practiced with Dr. Fred Lam for a few 
months. He has recently returned from a twenty- 
eight months’ residency in pediatrics at the Uni- 
versity of Iowa. 

Dr. and Mrs. Richard Sia, of Honolulu, have 
returned from a mainland visit to Boston and New 
York. While there they celebrated their 25th wed- 
ding anniversary, and also attended the wedding 
of their daughter, Sylvia, to Mr. Donald Tsai, a 
Fellow in the Sloan laboratory of Harvard Uni- 
versity. 

Dr. Colin McCorriston, of Honolulu, will re- 
turn December 14, after three months in Boston 
studying under Dr. Arthur T. Hertig. 

Among those attending the College of Sur- 
geons meeting in Los Angeles in October were: 
Dr. Lyle Phillips, Dr. Kwan Heen Ho, Dr. Steele 
Stewart, Dr. Lawrence Wiig, Dr. L. A. R. Gaspar, 
Dr. Douglas Bell, Dr. Harold Johnson and Dr. 
Shoyei Yamauchi, of Honolulu, and Dr. Marvin 
Brennecke of Waimea, Kauai. 

Dr. and Mrs. F. Bernard Schultz, of Honolulu, 
have returned from a trip to Chicago where Dr. 
Schultz took a course in cardiology at the Michael 
Reese Hospital and visited in Baltimore and Wash- 
ington, D. C. 

Dr. Edward F. Cushnie, of Honolulu, returns 
in December from a three-month post-graduate 
study at Margaret Hague Maternity Hospital in 
New Jersey. 

Dr. Joseph Palma, of Honolulu, State Chairman 
for Hawaii and member of the Committee on 
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Reorganization, of the American Academy of 
Pediatrics, attended the meeting of the Academy 
in Atlantic City, November 18-23. 

Dr. and Mrs. Barrister A. Richardson, formerly 
of Kona, have announced the birth of their second 
child, a girl, Allene Kaleimomi, who was born in 
Philadelphia on September 16. Dr. Richardson is 
at present taking a three-year orthopedic surgery 
residency at the University of Pennsylvania. 

Dr. and Mrs. Bryant Wedge, of Honolulu, are 
the parents of a son, Daniel Bryant, their first 
child, who was born in Honolulu on September 
10. Dr. Wedge left recently to take a three year 
graduate course in psychiatry and neurology at the 
University of Chicago. 

Dr. and Mrs. Louis Laurence Buzaid, of Hono- 
lulu, are the parents of a son, Laurence Edwin, 
their first child, born October 5, in Honolulu. 

Dr. Wayne Wong, of Honolulu, was married 
to Miss Mable G. Lee, daughter of Mrs. Leung 
Shee Lee of Corvallis, Oregon, on October 6 at 
Wailuku, Maui. 

Dr. and Mrs. Laurence Wiig, of Honolulu, 
have returned from a mainland trip, during which 
he attended the meeting of the American Cancer 
Society in New York City, after spending several 
weeks in Rochester, Minnesota. He visited in 
Reno, Nevada, with his brother, Dr. Paul Wiig, 
formerly of Honolulu, after the latter was in- 
ducted into the American College of Surgeons, at 
the Los Angeles meeting. 

Dr. and Mrs. Grover H. Batten, of Honolulu, 
are the proud parents of a daughter, Lynne Doug- 
lass Batten, born September 23. This is their first 
child. Dr. Batten is a resident at Queen's. 

Dr. and Mrs. Raymond Merrill deHay, of 
Honolulu, announce the birth of their second son 
and third child on October 12. He has been 
named Roger. Dr. deHay is resident physician at 
Queen’s Hospital. 

Dr. and Mrs. Harold M. Johnson returned in 
October from a two weeks’ vacation in California. 

Dr. Harold M. Chandler was discharged from 
Queen's Hospital on October 26, following treat- 
ment for a fracture of his right lower leg. 

Dr. Philip M. Corboy made a trip to the main- 
land to attend the Eye, Ear, Nose, and Throat 
Association meeting at Chicago and for other busi- 
ness connected with the Civil Aeronautics Associa- 
tion. He returned to Honolulu November 3. 

Dr. Paul Withington has returned from a trip 
to the mainland which was largely in connection 
with his duties as chairman of the Territorial Box- 
ing Commission. He attended the National Box- 
ing Association meeting at Philadelphia, and 
several intersectional football games, and looked 
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up all but three of his relatives, who were as 
closely related to him as a second cousin. He states 
the trip offered him “little rest, but plenty of 
relaxation.” 


A NEW SLANT ON MOVIES 


Announcement has just been made of a motion 
picture producer who is publishing a booklet de- 
scribing how to prepare your film before sending 
it to a recording studio to have it converted from 
a silent to a sound version. This booklet furnishes 
simplified footage scale charts, lay-out for the 
preparation of your script and other important 
information. 

All 16 mm. film, whether photographed at 8, 
16, 24 or 64 frames per second, is adaptable to 
sound. After the film, whether black and white or 
color, is prepared, a high fidelity sound track can 
be placed on your film by this producer for a very 
nominal fee. 

These booklets, #46922 entitled ‘““Make Your 
Movies Talk,” can be obtained without charge by 
writing the C. Lawrence Walsh and Company, 
801 Brighton Road, Pittsburgh 12, Pennsylvania. 


HAWAII DERMATOLOGICAL SOCIETY 


The seventh meeting of the Hawaii Derma- 
tological Society was held November 6. Several 
patients were demonstrated and discussed. Drs. 
Samuel Allison, Cyrus Loo and J. H. Cox, Com- 
mander, M.C., U.S.N., were elected to member- 
ship in the Society. The transactions of the meet- 
ing will be published in the Archives of Derma- 
tology and Syphilology. 


HONOLULU ACADEMY OF 
GENERAL PRACTICE 


A regular meeting of this society was held in 
August at which time a paper on Toxemias of 
Pregnancy was presented by Dr. Frank C. Spencer 
and a paper on Fees and Fee Schedules was given 
by Dr. Howard Liljestrand. 


HONOLULU OBSTETRICAL AND 
GYNECOLOGICAL SOCIETY 


At the last regular meeting held in the Mabel 
Smyth Lounge the program consisted of a paper 
on Orthopedic Aspects of Delivery and of the 
Newborn by Dr. R. Nelson Hatt and a color 
movie on the Physiology of Menstruation. Mem- 
bership in this society is open to all physicians 
interested in Obstetrics and Gynecology. This 
group meets regularly on the third Monday of 
every month, in the evening, at the Mabel Smyth 
Building. 
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ASSISTANT AVAILABLE: Young 
physician, Stanford graduate, offers services 
to general practitioner for any period be- 
tween January 1, 1949 and June 1, 1949. 
Inquire: Victoria Medical Building, 1221 
Victoria Street. Phone: 58880 or 59004. 





_———— 





CORRESPONDENCE 


Editor, The Journal of the 
American Medical Association 


It has come to my attention that considerable mis- 
understanding has developed throughout the medical 
profession concerning the establishment of fees for 
medical services to be paid private physicians participat- 
ing in the so called ““Home Town Medical Care Program 
for Veterans.” It has been contended that the Veterans 
Administration has arbitrarily established a Fee Schedule 
which represents the maximum amount which may be 
paid for any given service and which is, in effect, a 
National Fee Schedule. It has also been contended that 
the various State Medical Societies and other interested 
groups were not consulted when this Fee Schedule was 
adopted. 


In order to clear up any misunderstanding regarding 
this matter, it is desired to emphasize that my predeces- 
sor, Dr. Paul R. Hawley, had ao intention at any time 
of establishing a National Schedule of Fees, nor do I 
contemplate doing so. However, the Fee Schedules 
originally submitted by the various State Medical So- 
cieties, when the ‘Home Town Medical Care Program” 
was inaugurated, varied so widely in format, termi- 
nology, and fees for similar or identical services, that 
it was deemed advisable to establish a uniform Fee 
Schedule Format and to set up tentative fees which 
could be used as a guide by the various State Medical 
Societies when submitting their proposals for the fur- 
nishing of medical care to veterans. 

This uniform Fee Schedule Format was formulated 
by the Professional Group of National Consultants to 
the Chief Medical Director. This Group, representing 
the various specialties in medicine and surgery, is com- 
posed of eminent physicians from all parts of the coun- 
try. Tentative fees were set up in the format after a 
careful analysis of Pre-Paid Medical Care Plan, Work- 
men’s Compensation and Insurance Fee Schedules, and 
also the Fee Schedules in effect in the various States 
having agreements with the Veterans Administration. 
As was to be expected, considerable variation occurred 
in the Fee Schedules reviewed. 


The Professional Group of National Consultants made 
every effort to arrive at fees that were considered to be 
within reasonable limits and which would, as nearly as 
possible, allow a uniform provisional fee schedule for 
use as a guide in facilitating and expediting the prepara- 
tion of agreements between State Medical Societies and 
the Veterans Administration. 

Further attempt was made to provide for elasticity in 
the charges for certain operations or other services which 
seemed to evoke more than average contention by list- 
ing the minimum and maximum amounts considered 
equitable. These items bear the notation “AA”, which 
indicates that the fee for the given service is to be de- 
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termined by arbitration and agreement between the 
Veterans Administration and the Medical Society con- 
cerned. 

May I reiterate that the Veterans Administration Fee 
Schedule Format is in no sense to be construed as an 
arbitrary or National Fee Schedule. Furthermore, it is 
subject to periodic review and such modification as con- 
ditions may indicate. 

If it meets with your approval, I would appreciate it 
very much if you could possibly arrange to publish this 
as an open-letter in the Journal of the American Medical 
Association. 1 should like this to reach all of the 
physicians throughout the country, and I know of no 
better way to do it than through the Journal. 


PAUL B. MAGNUSON 

Chief Medical Director 

Veterans Administration 
April 27, 1948 


Secretary 
Territorial Medical Association 


The Veterans Administration has established the fol- 
lowing restrictions in the utilization of the services of 
retired military officers receiving retirement pay for 
other than combat incurred disability or injury due to 
the explosions of an instrumentality of war: 

1. Such a retired officer may be employed as con- 
sultant only when he is outstanding in his medical 
specialty and is the best available for consultation pur- 
poses in an area or is the only specialist available in an 
area. 

2. Such a retired officer cannot be utilized as fee basis 
physician to render service to veteran patients in his 
own offices or at a VA station. This restriction applies 
to a physician whose services are utilized through an 
intermediary such as the Territorial Medical Associa- 
tion. 

It would be appreciated if you would disseminate this 
information to the professional members of your society, 
as the General Accounting Office, Washington, D. C. 
may require recovery of funds expended in violation of 
these restrictions. 


H. H. DARLING, M.D. 
Assistant Branch Medical Director 
Veterans Administration 

October 22, 1948 


Has made arrangements through its Journal to 
secure MEDICINE OF THE YEAR for those of 
its members who wish to subscribe. MEDICINE 
OF THE YEAR is an annual review of medical 
progress which will appear as a supplement to 
the Journal early in 1949. It will be a descriptive 
and analytical account of progress in medical 
science and practice during the preceding year 
presented in a practical, useful, and informative 
manner, particularly as it relates to the everyday 
practice of general medicine and the specialties. 
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The editorial management is under the direc- 
tion of Dr. John B. Youmans, Dean, College of 
Medicine, University of Illinois. The principal 
contributors and their subjects are the following 
well-known medical educators and writers: 


Internal Medicine—Dr. Hugh J. Morgan, Pro- 
fessor of Medicine, Vanderbilt University, 
Nashville, Tennessee. 

Obstetrics—Dr. Frank Whitacre, Professor of 
Obstetrics and Gynecology, Memphis, Ten- 
nesseeé. 

Pediatrics—Dr. Henry G. Poncher, Professor 
of Pediatrics, University of Illinois, Chicago, 
Illinois. 

Surgery—Dr. Warren H. Cole, Professor of 
Surgery, University of Illinois, Chicago, 
Illinois. 


HAWAII MEDICAL JOURNAL 


These men will have associated with them an 
equally competent and distinguished group of 
authors in special fields. 

This annual review of medical progress is being 
offered to members of state medical societies and 
subscribers to state medical journals. Of the sub- 
scription price your Association will retain a part 
to defray any costs associated with the announce- 
ment of this service and the handling of subscrip- 
tions. In order to secure this service, subscriptions 
from approximately one-third of our members 
and subscribers is required. Because of the short 
time available, subscriptions must be entered 
promptly. DO NOT DELAY. Send in the coupon 
below, or write directly, sending check or money 
order. If an insufficient number of subscriptions 
is obtained, no obligation will be incurred and 
your money will be refunded. ACT NOW. 





510 So. BERETANIA STREET 
HONOLULU 53, HAWAII 





HAWAII TERRITORIAL MEDICAL ASSOCIATION 


Please enter my subscription to MEDICINE OF THE YEAR, an annual review of 
medical progress, to be issued as a supplement to the HAwAl MEDICAL JOURNAL. 


It is my understanding that if the number of subscriptions is insufficient to warrant 
publication, I incur no obligation and my money will be refunded. 


SUBSCRIPTION PRICE $1.60 











Inorganic and Organic Chemicals 
Biological Stains - Solutions 


Chemical Indicators - Test Papers 


Distributed by 
Physician and Laboratory Supply Houses 


HIMIIl| The COLEMAN & BELL COMPANY, Inc. 


HH, MANUFACTURING CHEMISTS 


NORWOOD, OHIO, U.S. A. 


“COLEMAN G BELL er00ed Onic | 








re ff =-S WH 








tt 


Official Publication of the Nurses’ Association, Territory of Hawaii 


AN 





JkoES 





COMMITTEE 


VIOLET BUCHANAN, Editor, Leahi Hospital, Honolulu 
OLGA Larson, Territorial Association Secretary, Honolulu 
MYRTLE SCHATTENBURG, Chairman, Nursing Information Committee, Honolulu 


Bess HAMMER, Secretary, Hawaii 
E:sie Ho, Secretary, Honolulu 


May JENKINS, Acting Secretary, Kauai 
MILDRED MANTY, Secretary, Maui 





THE SEVENTEENTH ANNUAL CONVENTION 
NURSES’ ASSOCIATION, TERRITORY OF HAWAII 


Dues 


Nurses of the Territory proved they are ready 
to shoulder the responsibilities of a really active, 
forward-working professional association when 
they voted unanimously to raise Territorial Asso- 
ciation dues at the 17th annual meeting in Septem- 
ber. 

Although many individuals felt that the Asso- 
ciation was ready to put forth a strong program of 
community participation and a well-rounded pro- 
gram within the Association itself, no one realized 
that this feeling was shared by so large a per- 
centage of the members. 

Since the proposal to raise dues in the Terri- 
torial Association to cover a budget which might 
be considered ‘‘adequate’’ was not circulated in 
advance, a unanimous vote in the House of Dele- 
gates was required to make an increase effective. 

The roll was called. Each delegate, represent- 
ing ten members of her district association, re- 
sponded, “Aye!” 

The House of Delegates also voted to mandate 
the Board of Directors to proceed with an eco- 
nomic security program such as that sponsored 
by the American Nurses’ Association, which seeks 
furtherance of the public’s health through promo- 
tion and protection of the welfare of the profes- 
sional nurse. 

The finance committee presented what it con- 
sidered the lowest possible budget to cover run- 
ning expenses and to include the services of a 
qualified executive secretary, expenses for a dele- 
gate to the Biennial, subscriptions for the INTER- 


IsLAND NuRsEs’ BULLETIN, and a small sum for 
expenses incurred by standing committees. They 
recommended an increase of $9 in dues, making 
a total of $17 Territorial Association dues. (This 
is in addition to district dues, of course.) 

An executive secretary for the Territorial Asso- 
ciation seems indicated at this time when nurses 
are being called on increasingly to assume their 
responsibilities on community agency boards and 
as representatives of their profession in many 
other phases of public life. 

It is expected that this executive secretary will 
do some counselling and guidance—a field in 
which there is much work to be done in Hawaii. 

The item in the budget covering expenses of a 
delegate to the American Nurses’ Association 
biennial meetings has long been needed. In the 
past, the Association has been dependent for its 
representation upon nurses who had planned to 
attend the biennial as delegates from some other 
group or who had planned it as part of a vacation 
or business trip to the mainland. Obviously, the 
Association cannot expect such persons to attend 
all of the sessions, nor to attend a multitude of 
meetings on their return to pass on the informa- 
tion obtained at the Biennial. 

If the Association finances the trip of a dele- 
gate, it will have the assurance that the person 
going will attend all of the important meetings; 
that she will return to Hawaii and attend the 
necessary committee meetings to relay the in- 
formation; and that she will take an active part in 
Association work as a result of having had the 
broadening experience of attending a Biennial. 
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Subscriptions to the INTER-ISLAND BULLETIN 
have been financed in the past by the district asso- 
ciations. This has meant sponsoring money-raising 
events, selling calendars, etc. Many members have 
expressed a desire to include the amount of the 
subscription in their dues. The increase in dues 
will accomplish this. 

An item of $200 was included in the budget 
to cover special expenses incurred by committees. 
Last year the wages, hours, and personnel com- 
mittee sent questionnaires to all nurses registered 
in the Territory. It is expenses of this nature or 
those of the now active information committee 
which this amount is intended to cover. 


In announcing the unanimous vote on the in- 
crease in dues, Miss Virginia Jones, president of 
the Association, said, ““A miracle has taken place.” 
However, the build-up for the miracle has been 
going on for some time with the realization of 
nurses in general of the importance of their pro- 
fession in the world of today and their responsi- 
bility for going ahead. Since this year marks 
the 75th anniversary of professional nursing in 
America, it seems apropos that the Territorial 
Association chose 1948 to give itself a vote of 
confidence—a unanimous vote to pay its own way 
on more than a “‘subsistence”’ level. 


New Officers 


Officers and directors for the ensuing year in- 
clude: 
Virginia Jones, president 
Mildred Pinner, first vice president 
Arlene Thompson, second vice president 
Olga Larsen, secretary 
Tamai T. Fujii, treasurer 
Directors: Esther Stubblefield; Elizabeth Middleton, 
Kauai; Myrtle Schattenburg; Hazel Mattson; Thelma 
Patten, Hawaii; Ethel H. Brown; Elizabeth Sheridan, 
Maui; Esther Kekela. 


Resolutions 


The House of Delegates resolved to: 

1. Develop an economic security program in 
line with that sponsored by the American Nurses’ 
Association. 

2. Cooperate with other agencies interested in 
public health to raise the ratio of public health 
nurses in the Territory from 1:4,800 on the out- 
side Islands and 1:10,000 on Oahu to 1:5,000. 
(The approved ratio of public health nurses in a 
total program is 1:3,000.) 

3. Accept changes in the by-laws as presented 
by Constitution and By-Laws Committee. 

4. Increase the annual dues to $17 per capita, 
payable on or before January 15 by the constituent 


HAWAII MEDICAL JOURNAL 


district associations, which includes $3 per capita 
dues to the American Nurses’ Association. 

5. Obtain lawful exemptions from the payment 
of Federal income tax on amounts spent for uni- 
forms and their upkeep and to clarify this privi- 
lege with the Federal tax officials in the Territory. 

6. Instruct the Legislative Committee of the 
Nurses’ Association, Territory of Hawaii, to obtain 
information about the legislation being supported 
by the Oahu Health Council for dissemination to 
the district association for support and action. 

7. Elect Dean Arthur R. Keller an honorary 
member of the Nurses’ Association because of his 
interest and assistance in developing nursing edu- 
cation in the Territory. 

8. Send a letter of appreciation to the American 
Nurses’ Association for having sent two associate 
executive secretaries to attend the 17th Annual 
Convention; a letter of appreciation to each mem- 
ber of the Program and Arrangements Commit- 
tee; a letter of appreciation to each exhibitor and 
also one to the manager of the Mabel Smyth 
Memorial Building for her splendid assistance in 
making the meeting a success. 


Nurses’ Association of the County of Hawaii 


A summary of this Association’s report appeared in 
the previous Bulletin. Officers for 1947-48 are: 
Jettie Jacobson, president 
Roberta Lindberg, vice president 
Bess Hammer, secretary 
Hideko Kagimoto, treasurer 
Board of trustees: Mary Jean MacDonald, Josephine Hall, Mae 
Marcellino 


Maui District Nurses’ Association 


Officers for 1947-48: 
Elizabeth Sheridan, president 
Laura Wong, vice president 
Dorothy Kirchner, secretary* 
Miriam Schmidling, treasurer 
Board of trustees: Rose Litell, Hiroko Watanabe, Mary Martin 
(* Succeeded by Mildred Manty in September 1947.) 


Kauai Nurses’ Association 
Officers for 1947-48: 


Claire Carra, president 

Elizabeth Middleton, vice president 

Grace T. Furugen, secretary-treasurer 

May Jenkins, acting secretary-treasurer 
Directors: Mabel I. Wilcox, Thelma Hensley 
Trustee: Elizabeth Middleton 


There are 42 paid up members of the Association. All 
nurses actively engaged in nursing on Kauai are mem- 
bers of the Association. 


Report of the Membership Committee 


The Membership Committee’s goal was to increase 
membership. Compared with December 1947, there has 
been an increase of 16 per cent up to August 1948, with 
a membership now of 773. In 1946 only one third of 
all registered nurses were members of the Territorial 
Association; in 1947, one half were members. The 
personal approach has been found to be much more 
effective than the sending of an impersonal letter to non- 
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members. Also, committee members represent the larger 
hospitals and other nursing groups such as private duty 
and public health nursing. 

In contacting non-members many problems were en- 
countered. The committee members tried to sell the 
benefits of belonging to the Nurses’ Association. The 
most receptive group was recent graduates; the least re- 
ceptive, nurses who planned to remain in the islands for 
a short time only. It was important to contact non- 
members early in the year as many did not feel enthusi- 
astic about joining if they had missed a couple of 
months. On the other islands where the nurses are so 
scattered, transportation to meetings is a problem and 
efforts have been made to hold meetings in different 
locations. 

The Publicity Committee is busy at present informing 
nurses and laymen about the activities of the Nurses’ 
Association, pointing out the many benefits to be derived 
through the efforts of the organization. The Member- 
ship Committee has met with this Committee to plan 
programs that will interest and attract non-members. 

Future plans include work with students to make 
them acquainted with the activities of the Nurses’ Asso- 
ciation and give them a desire to accept their profes- 
sional responsibilities as new graduates; organization of 
an office duty section; and, obtaining the cooperation 
of nursing schools, alumnae associations, superintendents 
of hospitals, instructors, etc., in enlisting members. 

The chief problem is to get nurses to see that they 
have a professional responsibility and that one way to 
fulfill that obligation is to belong to the Nurses’ Asso- 
ciation, because the future of nursing rests on them. 

DorotTHy TONG, Chairman 


Nursing Information Committee 


Members: 
Mrs. Myrtle Schattenburg, Chairman : 
Mrs. Laura Wright, Office Secretary, Nurses’ Association 
Miss Violet Buchanan, Editor, INTER-IsLAND BULLETIN 
Miss Myrna Campbell, Chairman, Program Committee, C&C of 
Honolulu 
Mrs. Dorothy Tong, Chairman, NATH Membership Committee 
Miss Olga Larson, Secretary, Nurses’ Association 
Mrs. Helen Gage 
Miss Elizabeth Middleton, Kauai 
Miss Roberta Lindberg, Hawaii 
Miss Mildred Manty, Maui 


Since the committee was activated in May 1948, one 
general meeting has been held with most members 
present, except outer island representatives. At that time 
plans were made for a program of wider use of the 
INTER-ISLAND BULLETIN, especially along educational 
lines; also a closer cooperation with both the Territorial 
Membership Committee and the Program Committee of 
the Honolulu City and County organization. 


Objectives: Wider use of all media available to inter- 
pret nurses and nursing to our own members and to 
non-members and the public at large. 

Recommendations: To secure more people to work 
actively on objectives as stated above and to establish 
a budget to carry on better planning of nursing informa- 
tion. 

To date 30 news articles, some with pictures, have 
been published in the daily papers. The Paradise of the 
Pacific magazine will carry a story, “The Mabel Smyth 
Memorial Building” written by Mrs. Laura Wright with 
pega taken by Mr. Wing Tong, husband of Dorothy 

ong. 

The Oahu Health Council Bulletin carried a pre- 
convention story in its September issue. 

MYRTLE SCHATTENBURG, Chairman 
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Library Committee 


There is no continuous source of income for the pur- 
chase of books. However, the Margaret Jones Memorial 
Fund Committee has suggested that the Library Com- 
mittee list its needs each year and present a request for 
an amount to cover. If there is money available, the 
Fund will appropriate money for the Library Fund. This 
will be in addition to the annual sum of $500 allotted 
for the Medical Library Endowment Fund. 

The Librarian, Mrs. Hill, reported that there are 156 
books on the shelves which have been presented by the 
Nurses’ Association. 

It is recommended that more nurses make use of our 
exceptionally fine library and that various nursing 
groups present a written request to the Library Com- 
mittee for new books desired for the Library. 

MARGARET WONG 


Scholarship Committee, Hawaii Chapter, National 
Foundation for Infantile Paralysis 


This Committee receives, reviews and recommends 
action on applications for scholarships to the Hawaii 
Chapter, National Foundation for Infantile Paralysis. 
Most scholarships are granted to nurses, medical social 
workers, physical therapists and health educators. Your 
representative was asked to determine the number of 
nurses needed to be trained in the field of orthopedic 
nursing and to recruit suitable candidates. A meeting 
of hospital and public health nurses was called and a 
report submitted to the Committee. Few nurses have 
applied for scholarships for study but all qualified ap- 
plicants have been granted liberal help. 

VIRGINIA A. JONES, Representative 
of Nurses’ Assn., Territory of Hawait 


Report of the Board for Licensing of Nurses 


At the last annual convention of the Association a 
resolution was passed asking that the Board for Licens- 
ing keep the Association informed of its activities. This 
we are proud to do for we believe much progress has 
been made. At the time of the last report made in May 
1947 the Board was starting from scratch to do many 
things which it had never done before: i.e. to 


Formulate policies for accrediting schools of nursing both for 

professional and practical nurses. 
t up minimum requirements for professional schools of 

nursing. 

Formulate minimum requirements for practical nurse schools. 

Set up machinery for licensing and re-registering practical 
nurses. 

Revise old and formulate innumerable new blanks for carrying 
on the accreditation and licensing procedures. 

Interpret and explain the functions of practical nurses and the 
need for their education and control. 


The Board has met regularly once a month and has 
had frequent additional meetings. However, the work 
could not have been done without the help of commit- 
tees who drafted requirements, formulated blanks and 
evaluated policies. Special thanks go to these people 
for the many hours of thought and work put into these 
activities. 

Committee to formulate minimum requirements for 

Schools of Nursing: Miss Annette Bilger, Miss Mary 
Hugo, Miss Miriam Keller, Mrs. Mildred Pinner, Mrs. 
Marjorie Elliott, Miss Josephine Valentine, Miss Vir- 
ginia Jones. 

Practical Nurse Schools: Mrs. Gardner Black, Mrs. 
Dorothy McClintic, Miss Myrna Campbell, Miss Hope 
Romani, Miss Cecelia Conrath, Mrs. William Coulter, 
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Mrs. Hazel Mattson, Mrs. Margaret Wong, Miss Char- 
lotte Kerr, Miss Evelyn Schoen. 


Legislation and Licensing: Miss Dorothy Blank, Miss 
Laura Draper, Miss Virginia Ahrendt, Miss Julia Ha- 
mada, Miss Agnes Peterson, Dr. Thomas Mossman, 
Miss Albertine Sinclair, Sister Jolenta. 

Copies of Board policies and requirements and blanks 
used for licensing and accreditation may be obtained 
upon request to the Board office. 

This year 1,472 professional nurses re-registered in 
the Territory and 432 new licenses were granted by 
examination or reciprocity—a total of 1,904 registered 
nurses. 

Since September 1946 the League State Board Test 
Pool has been used. Reports from the September 1947 
examinations show that the average mean of grades for 
Hawaii was higher than the mean for 31 states using 
the pool in all areas of the examination, and in six 
areas Hawaii had the highest average mean of any of 
the states. We were lowest in Social Foundations. It is 
a great satisfaction to you all, we feel, to have this 
means of comparing our graduates’ performance on ex- 
aminations with other states and especially to have that 
comparison turn out so favorably. 

There were 776 licenses granted by waiver to practical 
nurses in 1947. Of these, 415 registered in the first 
annual re-registration. In August, 17 graduates of the 
year-old practical nurse training course offered by the 
Department of Public Instruction, took the Practical 
Nurse Competency test given by the National League of 
Nursing Education plus a practical test given locally. 
Three tests a year will be given for practical nurses 
since three groups will be graduating each year. Another 
class will graduate and be examined in October. To 
date, 981 have been granted licenses. 

Mrs. Laura Wright, who is part-time secretary for 
the Nurses’ Association, has taken Miss Eyman’s place 
as part-time office secretary for the Board of Licensing. 
Miss Helen Oyama, clerk, has carried the great burden 
of clerical work. 

An effort has been made to make each nurse who 
comes to the Board Office regarding licensure, usually 
by reciprocity, acquainted with the Association office, 
Mabel Smyth Building, Nursing Service Bureau, and 
the facilities available for nurses in the Territory. 

The Board owes a special vote of thanks to Dr. John 
Devereux, who is serving one term on the Board and 
who has been most valuable in interpreting the Nurse 
Practice Act and the regulations of the Board to physi- 
cians, especially in relation to practical nurses. 

VIRGINIA JONES, Chairman 


Legislative Committee 


In March a letter was received from Dr. R. Faus, 
Chairman of the Oahu Health Council Legislative Com- 
mittee, requesting the opinion of the Board for Licensing 
of Nurses regarding the proposed legislation for sub- 
sidization for nursing schools. The Board endorsed 
such action providing the bill stated such appropriations 
would be administered by a Territorial Board or Institu- 
tion properly equipped to supervise nursing education, 
such as the Board of Licensing. This proposed legisla- 
tion was then presented and endorsed at the May meet- 
ing of the Oahu Health Council at which several 
members of the Legislative Committee took an active 
part in the discussion. 

On July 27 Dr. Faus was again contacted as no fur- 
ther word had been received regarding the parties that 
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might be actually drafting the bill, and at this time the 
Committee was assured by him that the Oahu Health 
Council would not sponsor any legislation of this nature 
unless it had been approved by the Board of Licensing. 

In May this Committee received a copy of the pro- 
posed bill for Federal Aid for Nursing Education pre- 
sented in Congress by Mr. Thomas of Utah on April 30. 
Upon reading it over it was found that as presently 
stated, Hawaii was not included. Letters were imme- 
diately written to the American Nurses’ Association and 
Delegate Farrington, calling attention to this. A letter 
from Delegate Farrington assured us, however, that 
Hawaii would be included as this was an amendment 
to the Public Service Act which specifically ‘includes the 
Territories of the United States. 

At present this Committee is contacting states that 
already have legislation subsidizing nursing schools to 
request information that may be used as reference ma- 
terial at such time as the Committee might be called 
upon to assist with the formulating of similar legisla- 
tion. 

D. RisH, Chairman 


Wages, Hours and Personnel Policies Committee 


During this entire year, this Committee has had an 
acting chairman. It was hoped that the work accom- 
plished and the members active in it would stimulate 
interest among other members to serve on this commit- 
tee and to follow through this important activity. This, 
I believe, has been accomplished. 

It has been necessary to spend a great deal of time on 
those activities which belong to the whole wide field of 
public relations. Much time and thought has been given 
by your chairman to working on projects which we 
have in common with the Hawaiian Government Em- 
ployees’ Association, The Hawaii Education Association 
and other voluntary agencies whose aims are ours and 
whose assistance we can well use. It is my hope that 
the results of this work will be effective and assist this 
year’s chairman and those following her. 


The project which could be done only by and for 
nurses has been the wages, hours and personnel policies 
study. An overall committee was appointed to draw up 
and send out the questionnaires which you all have re- 
ceived and, as they were returned, small committees 
composed of nurses in the different fields have evaluated 
them. I believe that this study deserves a carefully 
planned report of its own and you should all receive the 
findings as soon as this can be prepared. All reports 
are now ready to be returned to the over-all committee 
to be consolidated. The names of the members of our 
Association who have done this work are too numerous 
to mention, but I would like here to thank every one 
for doing such a fine job. I have read the reports and 
the recommendations attached and concur with them all. 
Action upon them can begin at once. 

There are a few observations which the over-all com- 
mittee was able to see clearly even before the returns 
were studied. 

1. 1400 questionnaires were sent out from the Li- 
censing Board files. At the last count 701 had been 
returned. The statisticians tell us that 50 per cent is a 
good cross section of any group. For once the public 
health nurses did not win by numbers. The greatest 
number returned were those marked ‘‘non-nursing”: 
either in other work or, more often, retired. It is easy 
to see in this retired group a great source of assistance 
for our Association work. Any retired nurse who takes 
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the trouble to carefully fill out such a questionnaire 
and even, as some did, write in recommendations, has 
not lost her interest in nursing. I wish we could find 
some way to get these nurses working for and with us. 


2. We found out very soon that very few nurses 
know how, or take the trouble, to read and fill out a 
questionnaire. As our numbers grow and as we need 
more information of this sort, we must depend on the 
questionnaire type of survey. Perhaps it needs to begin 
in our nursing schools, but I hope there is something 
we can do to teach our nurses to read and fill every 
space. 

3. There is a definite need for nursing classifications 
to be set up and defined for Hawaii. Is a nurse who 
works in a plantation hospital a hospital or an industrial 
nurse? Many of them do not know. Is the visiting nurse 
on the plantation in industry or public health? Where 
does the dispensary nurse fit in? With those in the out- 
patient department of the big hospitals? 

4. The Nurses’ Association itself should carry out an 
educational program for its members on many subjects 
about which they are ill informed. The hospital nurses 
do not know which of them are covered by unemploy- 
ment compensation insurance. The nurses employed by 
government do not know to what extent their retirement 
plan is employer-shared. I believe that some articles in 
our BULLETIN by people well qualified to explain these 
subjects would be welcomed by our membership. 

This is a stimulating job which I have been doing, 
and I only wish that I could stay here and finish it. I am 
most grateful to all of you who have helped, and to 
the members of my committee, who have been very 
understanding. 


F. HELEN GAGE, R.N., Acting Chairman 


Report of the Nurses’ Association Representative 
on the Advisory Board of the Practical Nursing 
Course, Vocational Dept., DPI 


Through the efforts of the Community Nursing Coun- 
cil and the Oahu Health Council $8000 was obtained 
from the Public Health Committee of the Honolulu 
Chamber of Commerce to enable the Honolulu Voca- 
tional School of the Department of Public Instruction 
to open a practical nurse training course. 

The planning for and opening of this project has been 
written in our BULLETIN and given at Oahu Health 
Council meetings, so that it needs no further explana- 
tion here. 

Never having had any sort of school of nursing before 
this time, the Vocational Department appointed an Ad- 
visory Committee which has met six times this year to 
assist with the school. The Committee is made up of 
representatives from the Community Nursing Council, 
hospitals and organizations where the students affiliate, 
the Department of Health, the Hawaii League of Nurs- 
ing Education, the Board for Licensing of Nurses, the 
Public Health Committee of the Chamber of Commerce 
and the Nurses’ Association, Territory of Hawaii. This 
Committee has been called upon for advice on every- 
thing from the enlargement of the course to what color 
hose should be worn at graduation! The growth of the 
— in both scope and permanency, has been remark- 
able. 

A part-time home economics teacher and a part-time 
supervisor for home nursing have been employed since 
the course started. The classroom has been enlarged 
and the foods laboratory has been moved so that the 
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school is all on one floor. Both instructors have visited 
the other islands in the interest of recruitment and 
affiliations. The Vocational Evening School has started 
an evening course for those unable to take the regular 
course because of their being employed and already 
licensed on waiver. It was even possible for Mrs. Schat- 
tenburg, on her trip to the mainland, to visit two well 
established mainland schools. 

Too much credit cannot be given to Miss Valentine 
and her Committee for their planning of this course and 
their far-sightedness in being aware of what problems 
would come up and how they should be met. 

The budget for the next biennium has been submitted 
and approved by the Department of Public Instruction 
and the Commissioners. It is now lost in the total bud- 
get of the Vocational Schools. Although both political 
parties have pledged their support of the Vocational 
School program, it is important for every nurse who 
knows a voter or a candidate to see that this budget 
goes through the legislature without any cut, if we are 
to continue the program for which the Nurses’ Associa- 
tion is so largely responsible. 

F. HELEN Gace, R.N. 


Nursing Activities Committee 
American Red Cross 


The Hawaii Chapter, American Red Cross, is in the 
process of organizing Nursing Activities Committees on 
a territory-wide basis, relative to the new Red Cross 
Enrollment plan. 

The principal objective of the new plan is to provide 
greater benefits to each locality through the combined 
efforts of nurses serving in Red Cross health programs 
as well as in disaster. Emphasis is placed on strength- 
ened programs in a peace time era of community 
service, while the primary objective of the old and now 
discarded program was to have a country-wide nurse 
roster maintained primarily for national emergency pur- 
poses. 

Since the Army and the Navy now have their own 
Nurse Reserve Corps, the Red Cross Nurse Corps will 
be set up to give voluntary service in time of disaster 
as well as to carry on the teaching programs in which 
the Red Cross Nurses have always participated. The 
purposes of the new plan are: 

To develop in chapters a roster of well prepared nurses to be 
called upon for service to communities through the various Red 
Cross Programs. ; 

To stimulate through planned contacts with schools of nursing 
the development of a permanent roster of Red Cross Nurse 
volunteer workers. 


To maintain nurse recruitment machinery that may readily be 
expanded for any national emergency, including war. 


The basic qualifications for enrollment are: 


Registration in some state following graduation from a state 
accredited school of nursing. ’ 

State of health consistent with the function the nurse plans to 
carry. 

Personal and professional qualifications consistent with the job 
she is expected to perform. 


Special service requirements for enrollment are: 


As a home nursing instructor, an instructor of volunteer nurses’ 
aides and as a disaster nurse, the latter term being defined as ‘‘a 
nurse who has satisfactorily completed a disaster institute or pre- 
paredness training course and expresses a willingness to serve 
when needed, or by satisfactory service in disaster relief opera- 
tion, either for the emergency or the rehabilitation period.”’ 

Serving as a committee member in the local Red Cross Chapter 
for at least one year. 

Serving as a staff member or serving as a nurse leader actively 
participating in Red Cross work in which the basic philosophy of 
the Red Cross is interpreted to student and nursing groups. 

Participating in Red Cross programs other than nursing. 
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At the present time a Major Disaster Committee has 
been established in Hawaii. Our program of Disaster 
Nursing will be closely coordinated with the Major 
Disaster Committee on each Island. Due to the fact 
that it is a Disaster Committee, your Nursing Activities 
Committee has recommended that nurses interested in 
becoming members of the Red Cross Nurse Corps be- 
come eligible for enrollment by participating in the 
Disaster Nurse program and institute. 

Your Committee will prepare a General Orientation 
program for a Disaster Nursing Institute and is of the 
opinion that 12 to 15 hours of intensive lectures, demon- 
strations and active participation will lead to eligibility 
in the new enrollment plan. Considerable latitude is 
permitted to meet local needs. The Hawaii Chapter will 
act as an area office and an enrollment file will be 
maintained at the Red Cross office in Honolulu. 

We have prepared 500 questionnaires along with per- 
tinent information leading to enrollment in Nurse Corps. 
The scope of the program will depend to some degree 
upon the number of nurses who enroll in this much 
needed program. 

Until such time as Nursing Activities Committees are 
set up on each Island, we are taking the liberty of asking 
each Association president to assist the Area Office by 
receiving the questionnaires on her Island. The presi- 
dent may make any recommendations she may see fit 
and then send the questionnaires to Mrs. Thompson at 
the Hawaii Chapter office. 

In order that the success of this program may be 
realized in Hawaii we need the interest and help of every 
nurse who is able to meet the basic qualifications. Those 
of us who were in Hawaii during the months following 
December 7, 1941 keenly appreciate the value of a well 
organized Red Cross Nurse Corps in time of disaster, 
and active participation in Red Cross work in peace time 
is equally important. Your Committee will be grateful 
for your assistance and cooperation. 


ELAINE JOHNSON, R.N. 


DEAN KELLER 


Arthur R. Keller, who was voted an honorary 
member of the Nurses’ Association, Territory of 
Hawaii, at the 1948 annual meeting, is the second 
honorary member of our Association. Dr. James 
Morgan became our first honorary member in 
recognition of his work on behalf of nursing. 

Dean Keller, now retired from his position at 
the University of Hawaii, has been instructor and 
Dean of the School of Applied Science and Vice 
President of the University of Hawaii since 1909. 
In all of these capacities he has been actively in- 
terested in developing opportunities for nursing 
education at the University. It was through his 
efforts and under his guidance that the first pre- 
nursing program connected with Queen’s Hospital 
was started in 1928. 

Since that time he has interpreted nursing edu- 
cation to the University administration, made it 
possible for new programs to develop and has 
served on the Board of Trustees of the Queen’s 
Hospital where he has been most interested in the 
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activities for preparing nurses. Since his retire- 
ment he has kept abreast of developments in 
nursing education. 

We believe that Dean Keller is largely re- 
sponsible for the development of the nurses’ edu- 
cation program at the University, which now 
includes several degree curriculums for nurses. His 
ability to remember each student and her indi- 
vidual problems and his continuing interest in 
each student later on has made him well known 
and appreciated by all the nurses who have taken 
work at the University. 


THE FIRST CLASS OF PRACTICAL NURSE 
TRAINING SCHOOL GRADUATES 


The first graduation of the Practical Nurse Training 
School was held in the Mabel Smyth Memorial Building 
on Monday evening, August 9. 

The graduating class of 18 students, wearing the 
school cap for the first time as a part of the uniform, 
were awarded pins by Mrs. Marjorie Elliott, Instructor 
in charge of the course. The diplomas were presented 
by Mr. William H. Coulter, Deputy Superintendent of 
Vocational Education. 

Mrs. Thomas L. Gage, representing the Nurses’ Asso- 
ciation, Territory of Hawaii, welcomed the graduating 
group into the nursing field. 

The address of the evening was given by Dr. R. G. 
Nebelung, Executive Secretary of the Public Health 
Committee of the Chamber of Commerce. 

A reception was held in the Alice Yates room follow- 
ing the exercises. Mrs. Gardner Black, Mrs. Thomas 
Gage, Mrs. John Martelon and Miss Laura Draper, 
members of the Advisory Committee for the Practical 
Nursing School, assisted at the refreshment table. 

The graduates have completed a 10-month course of 
training including 9 weeks of theory and practice in 
the classroom followed by 30 weeks of hospital and 
home nursing experience under the supervision of pro- 
fessional nurses. 

Diplomas were presented to: Miss Lorraine Abac, 
Miss Helen Chock, Mrs. Ruth Cushnie, Miss Rosaria 
Dela Cruz, Miss Rose Ideguchi, Mrs. Ayano Ishikawa, 
Miss Margaret Lee, Miss Florence Nagata, Miss Michiyo 
Okihara, Miss Grace Oshiro, Mrs. Margaret Fer- 
reira, Miss Evelyn Shimabukuro, Miss Daisy Shin, Miss 
Frances Takahashi, Miss Anna Teruya, Miss Norie 
Uechi, Miss June Yamamoto, Miss Audrey Yoda. 

An Alumnae Association of the graduates of the 
course has been organized. The first and second classes, 
all of whom will take the Territorial Licensing Board 
examination this year, are charter members. The officers 
of the Association are: Margaret Lee, president; Katie 
Chun, first vice president; Anna Teruya, second vice 
president; Helen Chock, recording secretary; Charlotte 
Mente, corresponding secretary; Lillian Oba, treasurer. 


QUEEN’S ALUMNAE HONOR 
°48 GRADUATES 


In a tropical setting of ferns and palm trees, the 
Queen’s Hospital Alumnae Association’s annual dinner 
in honor of the graduating class of 1948 of the Queen’s 
Hospital School of Nursing was held in the garden of 
the Niumalu Hotel on Friday, August 20, 1948. Lighted 
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torches flanked both sides of the table to add to the 
tropical atmosphere. 

The twenty graduates honored were: Jean Char, Jane 
Chun, Fumiyo Ebisuzaki, Shirley Hamaguchi, Emma 
Hee, Itsuyo Kajikawa, Edythe Kamida, Soon Yur Kim, 
Marjorie Komeiji, Hideko Nishihira, Alice Nishimiya, 
Florence Ohye, Lillian Suyama, Betsy Takahashi, Lily 
Tomita, Setsuko Tomita, Mutsue Tomonaga, Betty Ya- 
mauchi, Jane Yoshida and Constance Young. Guests 
present were: Mr. Carl Flath, Administrator of Queen’s 
Hospital, and Mrs. Flath; Miss Mildred McFerren, 
Director of Nurses at Queen’s Hospital; Dr. and Mrs. 
James Kuninobu, patron and patroness of the class of 
1948; and Mrs. Thomas Gage, former advisor of the 
Alumnae Association. Mistress of ceremonies was Mrs. 
Mollie Lee. 

The highlight of the evening was a fashion show 
presented by Mrs. Raymond Yap of Joseph Magnin’s 
(Roberta Lind’s Shoppe). Featured in the “New Look” 
show were beautiful negligees, cool sports clothes, tail- 
ored suits, chic tea combinations, and enchanting evening 
gowns. Larry Grant of KPOA was the commentator 
and Annie Kerr’s string trio provided soft Hawaiian 
music in the background. 


NURSING SERVICE TEN YEARS FROM NOW 
SISTER MARY ALBERT* 


What will be the needs of hospital nursing 
service ten years from now? This is a question 
about which it is difficult to make more than a 
guess. There are many unpredictable factors 
which will influence this need. However, if Janet 
Geister had the courage to predict what nursing 
will be like in 1998, I should be brave enough to 
hazard some opinion as to what are our needs 
will be in 1958. Miss Geister remarked in her 
recent article that in her case the prophet would 
not be about to eat her words. I’m afraid that I 
might be in 1958. 

In arriving at estimates of professional nurses 
needed by 1960, the Women’s Bureau of the 
United States Department of Labor based its 
recommendations on the following current stand- 
ards in nursing: 


1. Existing programs for preparing professional nurses. 
(In 1946, six percent of entering students planned to 
take the degree program; ninety-four percent, the 
diploma program. ) 

2. Existing requirements for entering the profession. 

(Ninety-seven percent of schools required a high 
school diploma; three percent one or more years of 
college work. ) 


3. Continued gradual increase in the use of trained 
practical nurse personnel but no immediate marked 
change in this respect. 

4. A forty-eight hour week in institutional nursing 
with two weeks’ vacation with pay, and a gradual 
attainment of the 40 hour week in other types of 
nursing service. 








* Director, St. Francis Hospital School of Nursing. 
Presented at the October 4 meeting of the Nurses’ Association, City 
and County of Honolulu. 


1 Janet M. Geister, ‘“The Hospital and the Nurse,”’ 
Hospital, August 1948. p. 59. 
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5. Continued increase in the daily average census of 
patients in hospitals at the rate for civilian hos- 
pitals in the period 1941-1945. 


6. A high national level of economic activity with rela- 
tively full employment. 


7. A peacetime Army and Navy. 


8. A 1960 population of 153,375,000, as estimated for 
that year by the Bureau of the Census.’ 


Other factors that will influence the amount 
and type of nursing care that will be needed in 
hospitals ten years from now are future advances 
in medical science and the effect of improved 
health education programs on the general health 
standing of our people. It is possible that, with 
the amount of cancer research and atomic energy 
study being done along with extensive experi- 
mentation in other fields, many of the conditions 
that require intensified nursing care will be 
avoided. 


It is very true that the discovery of penicillin, 
streptomycin, and the sulfa drugs has eliminated 
many of the nursing procedures that were very 
commonly performed not too many years ago. On 
the other hand, hospital nursing service is much 
more complicated today than it was formerly. A 
greater number of mechanical devices are being 
used; many more intravenous medications are be- 
ing given; surgical procedures are becoming more 
and more delicate; the hospital turnover is be- 
coming increasingly more rapid with a resultant 
greater load for nursing service. Early ambulation 
in itself adds to the amount of nursing care needed 
per patient if psychological as well as physical 
needs of surgical and obstetrical patients gotten 
out of bed on the day following surgery or de- 
livery are given proper consideration.® 

The fact that the straight hour assignment plan 
is becoming increasingly more prevalent in Amer- 
ican hospitals will also necessitate a greater num- 
ber of nurse hours per patient. A forty-hour week 
for all hospital employees will increase the num- 
ber of nurses needed but not the number of nurs- 
ing hours required per patient. It is interesting 
to note that in spite of all the advances made by 
medicine since 1940, the average number of hours 
of nursing care in twenty-four hours needed at the 
present time for medical, surgical, obstetric and 
pediatric patients is not appreciably different from 
the number of hours required eight years ago. 
This fact is brought out by a comparison of studies 
done by the National League of Nursing Educa- 
tion in 1940 and repeated in 1947.* The slight 
increase in time found to be required in 1947 on 


2“'Estimates of Professional Nurses Needed in 1960,”’ release from 
the Women’s Bureau, U. S. Department of Labor, November 27, 1947. 


3 Committee on Studies, A Study of Nursing Service, New York; 
the National League of Nursing Education, p. 55. 
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most services was ascribed in part to the fact that 

more non-professional workers were employed in 

1947. Non-professional workers frequently need 

professional guidance which slows up their per- 

formance and that of the individual who gives the 

guidance. It was also brought out during the 1947 

study that the aide functioned best when she 

worked with deliberation and without haste.* 

There was no attempt made in 1940 to deter- 
mine the proportion of nursing care that could 
safely be entrusted to the non-professional worker; 
relationships established at this time were between 
graduate and student professional nurses. How- 
ever, in 1947 the Committee on Studies of the 
National League of Nursing Education included 
in their research the problem of determining the 
proportion of nursing care hours that could be 
given by non-professional nurses. The median 
percentages of nursing care found to be satisfac- 
torily given by non-professional workers at this 
time varied from 20 to 35 per cent, depending 
upon the type of services in which the latter were 
utilized. The 1947 study does not give any indica- 
tion of the proportion of total needed hours stu- 
dents should properly provide. It was felt that, 
because of the ‘profound changes” taking place in 
the staffing of hospital nursing services and the 
current critical scrutiny of programs in schools of 
nursing, this question should be left open.* For 
the purposes of the 1947 study, the number of 
hours actually given at that time by student nurses 
was alone considered. 

Assuming that the nursing needs per patient 
do not change to any greater extent between 1948 
and 1960 than they did between 1940 and 1947, 
the following estimate of personnel needed to 
staff a surgical department with a daily average of 
30 women patients may be made. Further as- 
sumptions are: 

1) that all personnel work a 40 hour week (8 hours a 
day, five days a week). Students average ten hours 
of class a week; therefore, they have thirty hours 
of clinical experience each week during the periods 


in which they are assigned to the wards. (On duty 
six hours a day, five days a week.) 

2) 70% of nursing care is given by professional workers. 

3) 30% of the professional care given is provided by 
student nurses.* 

4) Nursing aides if employed in place of practical 
nurses are not to be moved from department to 
department. 

5) Nursing teams consist of one graduate nurse and 
two aides caring for 16 patients; or one senior stu- 
dent and one aide caring for eight patients. 

6) Nursing care hours needed in 24 hours per patient 
are as listed in table 23 of the 1947 Study of 
Nursing Service. 


* This is not the recommended percentage but the percentage of 
care actually given by students in the hospitals studied in 1947. 
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7) Aides perform the duties performed by aides in the 
majority of hospitals surveyed in the 1947 study. - 


Personnel needed to staff a surgical department 
with an average census of 30 women: 


1 supervisor (half of her time will be devoted to this 
department ) 

1 head nurse 

1 assistant head nurse 

9 professional graduates 

5 professional students 

6 non-professional nurses 

1 ward clerk 

2 cleaning maids 


It is fairly simple to apply these norms’ to a 
particular situation in order to determine the num- 
ber and the type of personnel needed. The dif- 
ficulty lies in coming to a common agreement as 
to what type of preparation each group should 
have. There seems to be the greatest difference of 
opinion regarding the preparation of the profes- 
sional nurse. 

In the 1947 League study previously quoted, in- 
dividuals giving direct nursing care to patients are 
defined as follows: 


Professional nurse—graduate of a professional school 
of nursing; 

Professional student—student in a professional school 
of nursing; 

Trained practical nurse—graduate of a school of prac- 
tical nursing offering a course of at least nine 
months and approved by the legally authorized 
state-accrediting agency of the state in which the 
school is located or by the National Association for 
Practical Nurse Education; 

Practical nurse student—student in an approved school 
of practical nursing; 

Nursing aide—a worker trained on the job and 
usually given some organized instruction.® 


Just what are professional schools of Nursing? 
Is nursing really a profession? And if it is, are 
all nurses professional women? Dr. Abraham 
Flexner set up six criteria for determining whether 
or not a certain type of service is of professional 
nature. The characteristics that he considers essen- 
tial are: 


1. Professions involve essentially intellectual operations 
with large individual responsibility. 

2. They derive their raw material from science and 
learning. 

3. This material they work up to a practical and 
definite end. 

4. They possess an educationally communicable tech- 
nique. 

5. They tend to self organization. 

6. They are becoming increasingly altruistic in motiva- 
tion.‘ 

“Abraham Flexner, “Is Social Work a Profession?’’ Studies in 


Social Work. The New York School of Philanthropy, No. 4, p. 
10 (1915). 
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In the September 1948 issue of the American 
Journal of Nursing, our beloved Lavinia L. Dock 
assures us that pioneers in the nursing field 
considered themselves professional women; she 
adds that they considered the words “profession” 
and ‘‘vocation’”” as being synonymous. We have 
been indiscriminately calling every individual who 
meets requirements for state licensure a profes- 
sional nurse for many years. Many laymen, how- 
ever, have disagreed with us on this issue. The 
Bixlers questioned our ability to meet the six 
criteria without reservation. Civil service classifi- 
cations have listed nurses as semi-professional. It 
took nurses many years to obtain full rank in the 
Armed Forces. Many general educators are of the 
opinion that nursing courses and nursing students 
are necessarily of inferior quality. Scientists tell 
us that we do not carry out research in nursing. 
It is also said that we have no vast body of litera- 
ture which we can call our own. We are criticized 
for having educated students by the apprenticeship 
method. There is hardly one of us who does not 
know of some unfortunate individuals whom we 
would not classify as professional nurses even 
though they have passed their State Board ex- 
aminations. 

Dr. Lucile Esther Brown, who was the director 
of a comprehensive school of nursing study re- 
cently completed, feels that nursing can very 
definitely be called a profession in light of the 
Flexner criteria. She adds, however, that not all 
individuals engaged in nursing are necessarily pro- 
fessional. I would like to suggest that all of you 
read the two publications printed as a result of the 
School Study. 

One is: A Thousand Think Together, pub- 
lished by the National Nursing Council, New 
York City, 1948. The second was written by 
Dr. Brown and is entitled: Nursing for the Fu- 
ture. It is published by the Russel Sage Founda- 
tion, New York, 1948. Both contain very impor- 
tant implications for your future and the future 
of nursing. 

Present day dissatisfaction and self examina- 
tion are not limited to nursing. Many other pro- 
fessions are going through a like period of 
introspection. Nor is this self-analysis new to the 
nursing profession. Back in 1923, Josephine Gold- 
mark directed an excellent survey of nursing and 
nursing education. As far back as that, she ad- 
vocated the use of practical nurses. In 1926, the 
Grading Committee began an intensive study of 
schools of nursing in the United States. Many 


5G. K. and R. W. Bixler, ‘‘The Professional Status of Nursing,” 
The American Journal of Nursing, September 1945, p. 730. 
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very undesirable situations were brought to light 
at this time. In 1932, a survey was made by Dr. 
Wier in Canada. Incidentally, Dr. Wier included 
actors, lawyers, secretaries, teachers, nurses, etc. 
in professional status. Much good was accom- 
plished by these surveys even though their recom- 
mendations were not well implemented at the 
time. 

Since those days remarkable progress has been 
made in nursing education. However, as far as I 
can discover, there is no consensus of opinion 
among nurse educators as to what is the best edu- 
cational curriculum for the preparation of the 
professional nurse. Extensive experimentation has 
been carried on along these lines. One director 
of research spent years reorganizing the entire 
body of subject-matter in the basic nursing cur- 
riculum along functional units only to discover 
that he could find no teachers prepared to teach 
the courses he had set up! There is no doubt that 
the three-year curriculum needs to be enriched. 
The majority of nurse educators seem to be of the 
opinion that the student should have one or two 
years of college before admission to the school of 
nursing although others state that a student gains 
more by taking college work as a graduate nurse. 
Most combined programs merely prepare the grad- 
uate to do better bedside nursing. She needs fur- 
ther preparation and experience for teaching or 
administration. There is an increasing feeling that 
both the three-year program and the five-year pro- 
gram might be shortened considerably to the ad- 
vantage of the student and society. 

No matter what type of program is set up, it is 
well accepted today that: 1) the professional 
nurse should be prepared to meet the emotional, 
mental, psychological, spiritual, cultural and social 
needs of the patient and his family as well as their 
physical needs; 2) she should be prepared to func- 
tion in the community as well as in institutions; 
3) she should be able to teach individuals how to 
get well and how to stay well; and 4) she should 
be able to participate intelligently in organized 
programs for disease prevention and health main- 
tenance throughout the community. One of the 
greatest needs in nursing at the present time is 
nursing specialists. However, any field which is 
made up predominantly of women is going to 
have difficulty maintaining stability along these 
lines. 

What will be the future of nursing? It lies in 
our hands under God. It is up to us to examine 
our present situation critically, to carry on pains- 
taking experimentation, and to proceed cautiously 
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without stagnation but with a realization that 
change is not always progress. We must consider 
at all times what is best for the patient, society, 
the individual nurse, and the nursing profession. 
We must work toward the highest standards pos- 
sible but it is imperative that they be consistent 
with the welfare of all concerned. 


In our efforts to improve our educational stand- 
ards, we must not forget that the primary purpose 
of nursing is service to others. Nursing is a 
vocation as well as a profession. 


Discussion 
ARLENE N. THOMPSON, R.N.* 


Ten years from now, I hope that Sister Mary Albert, 
Miss Ho, Mr. Bradfield and I may have the privilege of 
sitting down together again and chatting concerning this 
evening’s program. At this point, as I gaze into the 
crystal ball, I wish that I might have some of King 
Solomon’s wisdom. 

Sister Mary Albert has mentioned, in her paper, the 
new chemotherapies, mechanical devices, delicate nurs- 
ing procedures, etc. We are merely babes in arms as we 
step into the ATOMIC AGE. In a few years we shall 
look upon present day procedures as we now look at a 
Model T Ford. Nursing service will continue to carry a 
heavier load. Nurses will be required to carry out more 
delicate procedures and have a greater demand on their 
ability to carry out the emotional and psychological 
needs of their patients. With all of the new mechanical 
devices nurses will have to have even greater mechanical 
ability than at the present time. Those in the teaching 
field will have to understand even more about these new 
devices. 

If I am correct in the figures stated in Sister’s paper, 
40 per cent of nursing care will be by professional 
nurses; 30 per cent professional students; and 30 per 
cent non-professional workers. With the present day 
program for the practical nurse, I raise these questions 
for thought: 


Will the care given by the non-professional worker be 
increased to 40 per cent and the care given by the 
professional nurse be lowered to 30 per cent? 

Will we have to continue training nurses’ aides or 
will we have a larger number of maids, orderlies 
or porters? 

Is nursing really a profession? 

As the six essentials were read, did you feel that we 
had met all of those requirements? 

Are our nursing courses inferior in quality? 

Have we made improvements in our program? 

Do we still have improvements to make? 


I feel that our program, like that of many other pro- 
fessions, will change as the times change. We are slowly 
accumulating literature and some research has been 
done. 


To me the sixth point is extremely important to re- 
member. Let me repeat it, “They are becoming increas- 
ingly altruistic in motivation.” As we make advance- 
ments in bettering our profession, let us not grow away 





* Director of Nursing, Children’s Hospital. 
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from being altruistic in our motives. We cannot afford 
to permit ourselves to be led into doing things that 
other groups have done. Are the strikers today thinking 
of others? 

We have been criticized for having educated students 
by the apprenticeship method. May we pause here for 
a moment... to more or less of a degree have not other 
professions used this method? 


Doctors serve a term of internship and residency 

Teachers practice teaching 

Engineers have a summer program for students on 
the job 

Social workers train in field work under supervision 


Chemists spend long hours in the laboratory learning 
how to find the unknown. 


Is there some other method that we as nurses can use? 


We are asking to be recognized as professional women. 
As stated, we must be prepared mentally, culturally, 
spiritually, and socially. We must continue to improve 
our educational background. We will have to take a 
greater interest and responsibility in community or- 
ganizations and projects. We will have to leave our 
cloistered group and broaden our horizons. Nurses 
must realize some of their responsibilities to their pro- 
fession—stability in a position; responsibility in keeping 
a contract to whch she has signed her name; participa- 
tion in the organizations of her profession. You and I 
as nurses and members of this profession are the only 
ones who can accomplish this for ourselves. 


We are starting on a program of economic security. 
The distance that we cover depends on you and me. In 
ten years perhaps we shall have a retirement program; 
social security; not more than a forty-four hour week 
for institutional nurses; not less than three or four 
weeks’ vacation; leaves of absence for short periods of 
advanced study; professional standing in civil service; 
subsidization for student nurses in a university program. 

If in the next ten years we find ourselves in a depres- 
sion, the stable, well-educated nurse will be the busy 
nurse, or, if we are in another war, or post-war period, 
the good bedside nurse and the well-educated nurse 
will again have better opportunities for advancement. I 
hope in this period of time some recognition may be 
given to the nurse who is giving and continues to give 
excellent bedside care. Our profession needs them. 

In accomplishing our goals, let us keep in mind Sister 
Mary Albert’s closing thought, ‘““We must not forget that 
the primary purpose of nursing is service to others.” 


NURSING FOR THE FUTURE 


NATIONAL NURSING COUNCIL, INC., an- 
nounces the publication of Nursing for the Future by 
Esther Lucile Brown, Ph.D. This is a report of the 
study of schools and programs in nursing education 
which has just been completed by Dr. Brown. This 
study, made at the request of the National Nursing 
Council was financed primarily by the Carnegie Cor- 
poration. The Russell Sage Foundation loaned Dr. 
Brown to be director of the study and has also published 
the full report. In content the report deals principally 
with nursing education but also with nursing service 
in so far as there are implications for education. 

Orders will be filled in order of receipt by the Publi- 
cation Department, Russell Sage Foundation, 130 East 
22nd St., New York, N. Y. Price, Cloth bound $2.00. 
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